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tor Revue  de  Psychiatric;  Director  of  Laboratory  of  Experimental 
Psychology,  I'Ecole  des  Hautes  Etudes,  Paris;  Villejuif  (Seine), 
France.     (Honorary.) 

Townsend,  Theodore  Irving,  M.  D.,  First  Assistant  Physician  Bloomingdale 
Hospital,  White  Plains,  N.  Y. 

Turner,  John  S.,  M.  D.,  326-27  Linz  Bldg.,  Dallas,  Texas. 

Tuttle,  Geo.  T.,  M.  D.,  Medical  Superintendent  McLean  Hospital,  Waver- 
ley,  Mass. 

Twohey,  John  J.,  M.  D.,  Physician-in-Charge,  Providence  Retreat,  Buffalo, 
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A 
ALABAMA — The  Alabama  Insane  Hospitals. 

The  Bryce  Hospital,  Tuscaloosa. 

James  T.  Searcy,  M.  D.,  Medical  Superintendent. 
William  D.  Partlow,  M.  D.,  Assistant  Physician. 

The  Mt.  Vernon  Hospital  (for  Negroes),  Mt.  Vernon. 
James  T.  Searcy,  M.  D.,  Superintendent. 
Emit  L.  McCafEerty,  M.  D.,  Assistant  Physician. 


Eugene  D.  Bondurant,  M.  D.,  166  Conti  St.,  Mobile. 

ARIZONA — State  Insane  Asylum,  Phoenix. 
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ARKANSAS — State  Asylum,  Little  Rock. 
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CALIFORNIA — Agnews  State  Hospital,  Agnews. 
Leonard  Stocking,  M.  D.,  Superintendent. 

California  State  Hospitals. 

F.  W.  Hatch,  M.  D.,  General  Superintendent,  Sacramento. 

Mendocino  State  Hospital,  Talmage. 

Edward  W.  King,  M.   D.,  Superintendent. 

Napa  State  Hospital,  Napa. 

Elmer  E.  Stone,  M.  D.,  Superintendent. 

Southern  California  State  Hospital,  Patton. 
E.  Scott  Blair,  M.  D.,  Superintendent. 

Stockton  State  Hospital,  Stockton. 
Fred.  P.  Clark,  M.  D.,  Superintendent 


Charles  L.  Allen,  M.  D.,  605  Pacific  Electric  Bldg.,  Los  Angeles. 
Merritt  B.  Campbell,  M.  D.,  Heber,  Imperial  County. 
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James  H.  McBride  M.  D.,  489  Bellefontalne  St.,  Pasadena. 

J.  W.  Wherry,  M.  D.,  Los  Gatos. 

Alonzo  P.  Williamson,  M.  D.,  842  N.  Second  St.,  Santa  Monica. 

COLORADO — Colorado  State  Insane  Asylum,  Pueblo. 
A.  P.  Busey,  M.  D.,  Superintendent. 

Mount  Airy  Sanatorium,  Denver. 

J.  Elvin  Courtney,  M.  D.,  Proprietor. 

Woodcroft  Hospital,  Pueblo. 

Hubert  Work,  M.  D.,  Superintendent. 

R.  F.  Darnall,  M.  D.,  Assistant  Superintendent. 
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Arthur  B.  Coleburn,  M.  D.,  Assistant  Physician. 
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The  Hartford  Retreat,  Hartford. 

Whitefield  N.  Thompson,  M.  D.,  Superintendent. 


Allen  Ross  Diefendorf,  M.  D.,  42  Elm  St.,  New  Haven. 
Edwin  Everett  Smith,  M.  D.,  Kensett,  South  Wilton. 

D 

DELAWARE — Delaware  State  Hospital,  Farnhurst. 
W.  H.  Hancker,  M.  D.,  Superintendent. 

DISTRICT    OF   COLUMBIA— Government    Hospital   for   the   Insane,, 
Washington. 
William  A.  White,  M.  D.,  Superintendent. 
I.  W.  Blackburn,  M.  D.,  Pathologist. 
Shepherd  I.  Franz,  A. B.,  Ph.D.,  Scientific  Director. 
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Mary  O'Malley,  M.  D.,  Woman  Assistant  Physician. 
Francis  M.  Barnes,  Jr.,  M.  D.,  Assistant  Physician. 
Alfred  Glascock,  M.  D.,  Assistant  Physician. 
George  H.  Schwinn,  M.  D.,  Assistant  Physician. 


Presley  C.  Hunt,  M.  D.,  Washington. 
Benjamin  R.  Logie,  M.  D.,  Washington. 
Wm.  L.  Robins,  M.  D.,  Washington. 
J.  C.  Simpson,  M.  D.,  Washington. 
Tom  A.  Williams,  M.  D.,  Washington. 
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FLORIDA — Asylum  for  Indigent  Insane,  Chattahoochee. 
No  members. 

Tallahassee  State  Hospital. 

James  H.  Randolph,  M.  D.,  Assistant  Physician. 


GEORGIA — State  Sanitarium,  Milledgeville. 
L.  M.  Jones,  M.  D.,  Superintendent. 
Edward  M.  Green,  M.  D.,  Clinical  Director. 
J.  N.  Whitaker,  M.  D.,  Assistant  Physician. 

Invalids'  Home,  Milledgeville. 

Henry  D.  Allen,  M.  D.,  Resident  Physician. 


W.  Herbert  Adams,  M.  D.,  102  Liberty  St.,  East,  Savannah. 


IDAHO — Idaho  Northern  Insane  Asylum,  Orofino. 
John  W.  Givens,  M.  D.,  Superintendent. 

ILLINOIS — Anna  State  Hospital,  Anna. 
W.  L.  Athon,  M.  D.,  Superintendent. 

Chester  State  Hospital,  Menard. 
No  members. 

Cook  County  Hospital  for  the  Insane,  Dunning. 

Sanger  Brown,  M.  D.,  Attending  Physician,  Chicago 

Elgin  State  Hospital,  Elgin. 

Sidney  D.  Wilgus,  M.  D.,  Superintendent. 

Jacksonville  State  Hospital,  Jacksonville. 
Henry  B.  Carriel,  M.  D.,  Superintendent. 

Kankakee  State  Hospital,  Kankakee. 
Frank  P.  Norbury,  M.  D.,  Superintendent. 
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Peoria  State  Hospital,  Peoria. 
No  members. 

Watertown  State  Hospital,  Watertown. 
No  members. 


Henry  M.  Bannister,  M.  D.,  Evanston. 
James  L.  Greene,  M.  D.,  Springfield. 
C.  Howard  Searle,  M.  D.,  Chicago. 
William  G.  Stearns,  M.  D.,  Chicago. 

INDIANA — Central  Indiana  Hospital  for  the  Insane,  Indianapolis. 
George  F.  Edenharter,  M.  D.,  Superintendent. 

Eastern  Indiana  Hospital  for  the  Insane,  Richmond. 
S.  E.  Smith,  M.  D.,  Superintendent. 

Northern  Indiana  Hospital  for  the  Insane,  Longcliff,  Logansport. 
Fred.  W.  Terflinger,  M.  D.,  Superintendent. 

Southern  Indiana  Hospital  for  the  Insane,  Evansville. 
Charles  E.  Laughlin,  M.  D.,  Superintendent. 

IOWA — Cherokee  State  Hospital,  Cherokee. 

M.  Nelson  Voldeng,  M.  D.,  Superintendent. 

Lena  A.  Beach,  M.  D.,  Woman  Assistant  Physician. 

T.  L.  Long,  M.  D.,  Assistant  Physician. 

Clarinda  State  Hospital,  Clarinda. 
M.  E.  Witte,  M.  D.,  Superintendent. 
Charles  M.  Mackin,  M.  D.,  Assistant  Physician. 

Independence  State  Hospital,  Independence. 
W.  P.  Crumbacker,  M.  D.,  Superintendent. 
S.  C.  Lindsay,  M.  D.,  Assistant  Physician. 

Mt.  Pleasant  State  Hospital,  Mt.  Pleasant. 
Charles  F.  Applegate  M.  D.,  Superintendent. 
Frank  T.  Stevens,  M.  D.,  Assistant  Physician. 

State  Hospital  for  Inebriates,  Knoxville. 
George  Donohoe,  M.  D.,  Superintendent. 

The  Retreat,  Des  Moines. 

Gershom  H.  Hill,  M.  D.,  Superintendent. 


G.  A.  Chilgren,  M.  D.,  4065^  Jefferson  St.,  Burlington. 
Frank  T.  Seybert,  M.  D.,  532  First  Ave.,  Council  Bluffs. 
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K 

KANSAS — OsAWATOMiE  State  Hospital,  Osawatomie. 
L.  L.  Uhls,  M.  D.,  Superintendent. 

State  Hospital  for  Epileptics,  Parsons. 
M.  L.  Perry,  M.  D.,  Superintendent. 

Topeka  State  Hospital,  Topeka. 

Thomas  Biddle,  M.  D.,  Superintendent. 

KENTUCKY — Eastern  Kentucky  Lunatic  Asylum,  Lexington. 
R.  L.  Willis,  M.  D.,  Superintendent. 

Beechurst  Sanitarium,  Louisville. 
Malcolm  H.  Yeaman,  M.  D. 

Central  Kentucky  Asylum  for  the  Insane,  Lakeland. 
No  members. 

High  Oaks  Sanitarium,  Lexington. 

George  P.  Sprague,  M.  D.,  Superintendent. 

Western  Kentucky  Asylum  for  the  Insane,  Hopkinsville. 
No  members. 

L 

LOUISIANA — State  Insane  Asylum,  Jackson. 
Clarence  Pierson,  M.  D.,  Superintendent. 

M 
MAINE — Eastern  Maine  Insane  Hospital,  Bangor. 
Frederick  L.  Hills,  M.  D.,  Superintendent. 
Forrest  C.  Tyson,  M.  D.,  Assistant  Superintendent. 

Maine  Insane  Hospital,  Augusta. 

Henry  W.  Miller,  M.  D.,  Superintendent. 

Carl  J.  Hedin,  M.  D.,  Assistant  Superintendent. 

Mason  W.  H.  Pitman,  M.  D.,  Assistant  Physician. 


P.  H.  S.  Vaughan,  M.  D.,  756  Congress  St.,  Portland. 

MARYLAND — Chestnut  Lodge  Sanitarium,  Rockville. 
Ernest  L.  BuUard,  M.  D.,  Physician-in-Charge. 

Johns  Hopkins  Hospital,  Baltimore. 
Henry  M.  Hmrd,  M.  D.,  Superintendent. 

Mount  Hope  Retreat,  Baltimore. 

Charles  G.  Hill,  M.  D.,  Attending  Physician. 

Maryland  Hospital  for  the  Insane,  Catonsville. 
J.  Percy  Wade,  M.  D.,  Superintendent. 
R.  Edward  Garrett,  M.  D.,  Assistant  Physician. 
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New  Hospital  for  Negro  Insane. 

Robt.  P.  Winterode  M.  D.,  Superintendent 

Patapsco  Manor  Sanitarium,  Ellicott  City. 

William  Rushmore  White,  M.  D.,  Superintendent. 

Relay  Sanitarium,  Relay. 

Lewis  H.  Gundry,  M.  D.,  Superintendent. 

Springfield  State  Hospital,  Sykesville. 

Joseph  Clement  Clark,  M.  D.,  Superintendent. 

Sheppard    and  Enoch  Pratt  Hospital,  Towson. 

Edward  N.  Brush,  M.  D.,  Physician-in-Chief  and  Superintendent. 
W.  R.  Dunton,  Jr.,  M.  D.,  First  Assistant  Physician. 

The  Gundry  Sanitarium,  Catonsville. 
A.  T.  Gundry,  M.  D.,  Resident  Physician. 

The  Lauiiel  Sanitarium,  Laurel. 

Jesse  C.  Coggins,  M.  D.,  Medical  Director. 
Cornelius  DeWeese,  M.  D.,  Medical  Director. 

The  Richard  Gundry  Home,  Harlem  Lodge,  Catonsville. 
Richard  F.  Gundry,  M.  D.,  Medical  Director  and  Proprietor. 


Henry  J.  Berkley,  M.  D.,  1305  Park  Ave.,  Baltimore. 
Charles  M.  Franklin,  M.  D.,  5  East  Preston  St.,  Baltimore. 
Adolf  Meyer,  M.  D.,  1012  North  Calvert  St.,  Baltimore. 

MASSACHUSETTS— Adams  Nervine  Asylum,  Boston. 
Edward  B.  Lane,  M.  D.,  Resident  Physician. 

Asylum  for  Insane  Criminals,  State  Farm. 
No  members. 

Boston  State  Hospital,  Dorchester  Centrk 
Henry  P.  Frost,  M.  D.,  Superintendent. 
Saml.  W.  Crittenden,  M.  D.,  Assistant  Superintendent. 
Geo.  H.  Maxfield,  M.  D.,  Assistant  Physician. 

Bournewood  Private  Hospital,   Brookline. 

Henry  R.  Stedman,  M.  D.,  Physician-in-Charge. 

Channing  Sanitarium,  Brookline. 

Walter  Channing,  M.  D.,  Superintendent. 
W.  M.  Knowlton,  M.  D. 

Danvers  State  Hospital,  Hathorne. 

H.  W.  Mitchell,  M.  D.,  Superintendent. 
Henry  M.  Swift,  M.  D.,  Assistant  Physician. 
Wm.  B.  Cornell,  M.  D.,  Assistant  Physician. 


GEOGRAPHICAL  DISTRIBUTION  MEMBERS  AND  INSTITUTIONS.      39 

l^ASSACBJSSETTS— Continued. 

FoxBOROuGH  State  Hospital,  Foxborough. 
Irwin  H.  Neff,  M.  D.,  Superintendent. 

Gardner  State  Colony,  Gardner. 

Charles  E.  Thompson,  M.  D.,  Superintendent. 

Hospital  Cottages  for  Children,  Baldwinsville. 
H.  W.  Page,  M.  D.,  Superintendent. 

Massachusetts  Reformatory,  Concord  Junction. 
Guy  G.  Fernald,  M.  D.,  Physician. 

Massachusetts  School  for  Feeble-Minded,  Waverley. 
Walter  E.  Fernald,  M.  D.,  Superintendent. 

McLean  Hospital,  Waverley. 

George  T.  Tuttle,  M.  D.,  Superintendent. 
E.  Stanley  Abbot,  M.  D.,  Assistant  Physician. 
Earl  D.  Bond,  M.  D.,  Assistant  Physician. 
Frederick  H.  Packard,  M.  D.,  Assistant  Physician. 

Medfield  State  Asylum,  Harding. 

Edward  French,  M.  D.,  Superintendent. 
Lewis  M.  Walker,  M.  D.,  Assistant  Physician. 

MoNsoN  State  Hospital,  Palmer. 

Everett  Flood,  M.  D.,  Superintendent. 

Newton  Nervine,  West  Newton. 

N.  Emmons  Paine,  M.  D.,  Superintendent, 
Florence  H.  Abbot,  M.  D.,  Assistant  Physician. 

Northampton  State  Hospital,  Northampton. 
John  A.  Houston,  M.   D.,  Superintendent. 

Norwood  Private  Hospital,  Norwood. 

Eben  C.  Norton,  M.  D.,  Physician-in-Charge. 

Peter  Brent  Brigham  Hospital,  Boston. 
Herbert  B.  Howard,  M.  D.,  Superintendent. 

State  Hospital,  Tewksbury. 

John  H.  Nichols,  M.  D.,  Superintendent. 

Taunton  State  Hospital,  Taunton. 
Arthur  V.  Goss,  M.  D.,  Superintendent. 
Horace  G.  Ripley,  M.  D.,  Assistant  Physician. 
George  K.  Butterfield,  M.  D.,  Assistant  Physician. 
Charles  G.  McGaffin,  M.  D.,  Assistant  Physician. 

Westborough  State  Hospital,  Westborough. 
George  Smith  Adams,  M.  D.,  Superintendent. 
C.  C.  Burlingame,  M.  D.,  Assistant  Physician. 
William  W.  Coles,  M.  D.,  Assistant  Physician. 
Solomon  Carter  Fuller,  M.  D.,  Pathologist. 
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M.  M.  Jordan,  M.  D.,  Assistant  Physician. 
Henry  I.  Klopp,  M.  D.,  Assistant  Superintendent. 
Alberta  S.  B.  Guibord,  M.  D.,  Assistant  Physician. 

Worcester  City  Hospital,  Worcester. 

Charles  A.  Drew,  M.  D.,  Superintendent. 

Worcester  State  Asylum,  Worcester. 

Ernest  V.  Scribner,  M.  D.,  Superintendent. 
H.  Louis  Stick,  M.  D.,  Assistant  Physician. 

Worcester  State  Hospital,  Worcester. 

Hosea  M.  Quinby,  M.  D.,  Superintendent. 
Theodore  A.  Hoch,  M.  D.,  Assistant  Physician. 
Samuel  T.  Orton,  M.  D.,  Assistant  Physician. 


H  .J 


Henry  C.  Baldwin,  M.  D.,  Boston. 
L.  Vernon  Briggs,  M.  D.,  Boston. 
Isador  H.  Coriat,  M.  D.,  Boston. 
Edward  Cowles,  M.  D.,  Boston. 
George  V.  Dearborn,  M.  D.,  Cambridge. 
Charles  G.  Dewey,  M.  D.,  Dorchester. 
Dana  F.  Downing,  M.  D.,  Boston. 
J.  F.  Edgerley,  M.  D.,  Newtonville. 
T.  W.  Fisher,  M.  D.,  Boston. 
Arthur  C.  Jelly,  M.  D.,  Boston. 
George  F.  Jelly,  M.  D.,  Boston. 
Edward  B.  Nims,  M.  D.,  Springfield. 
William  Noyes,  M.  D.,  Jamaica  Plain. 
Charles  W.  Page,  M.  D.,  Boston. 
Elmer  E.  Southard,  M.  D.,  Boston. 
Lowell  F.  Wentworth,  M.  D.,  Boston. 

MICHIGAN — Eastern  Michigan  Asylum,  Pontiac. 
E.  A.  Christian,  M.  D.,  Superintendent. 
Edward  C.  Greene,  M.  D.,  Assistant  Physician. 

Home  for  the  Feeble-Minded  and  Epileptic,  Lapeer. 
G.  L.  Chamberlain,  M.  D.,  Superintendent. 

Michigan  Asylum  for  the  Insane,  Kalamazoo. 
Alfred  I.  Noble,  M.  D.,  Superintendent. 
Herman  Ostrander,  M.  D.,  Assistant  Physician. 
George  F.  Inch,  M.  D.,  Assistant  Physician. 

Northern  Michigan  Asylum,  Traverse  City. 
James  D.  Munson,  M.  D.,  Superintendent. 
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Oak  Grove  Hospital,  Flint. 

C.  B.  Burr,  M.  D.,  Medical  Director. 

Homer  E.  Clarke,  M.  D.,  Assistant  Medical  Director. 

State  Asylum,  Ionia. 

Oscar  R.  Long,  M.  D.,  Superintendent 

St.  Joseph's  Retreat,  Dearborn. 

J.  E.  Emerson,  M.  D.,  Attending  Physician. 

Upper  Peninsula  Hospital  for  the  Insane,  Newberry. 
Earl  H.  Campbell,  M.  D.,  Superintendent. 


Albert  M.  Barrett,  M.  D.,  Ann  Arbor. 

Charles  W.  Hitchcock,  M.  D.,  270  Woodward  Ave.,  Detroit. 

George  M.  Kline,  M.  D.,  Ann  Arbor. 

Walter  P.  Manton,  M.  D.,  32  Adams  Ave.,  West  Detroit. 

William  A.  Stone,  M.  D.,  Kalamazoo  Nat.  Bank  Bldg.,  Kalamazoo. 

MINNESOTA — Fergus  Falls  State  Hospital,  Fergus  Falls. 
G.  0.  Welch,  M.  D.,  Superintendent. 
Franklin  S.  Wilcox,  M.  D.,  First  Assistant  Physician. 

Elliott  Memorial  Hospital,  Minneapolis. 
Louis  B.  Baldwin,  M.  D.,  Superintendent. 

Rochester  State  Hospital,  Rochester. 

Arthur  F.  Kilboume,  M.  D.,  Superintendent. 

St.  Peter  State  Hospital,  St.  Peter. 

H.  A.  Tomlinson,  M.  D.,  Superintendent. 


W.  H.  Darling,  M.  D.,  615  Masonic  Temple,  Minneapolis. 
C.  Eugene  Riggs,  M.D.,  St.  Paul. 

MISSISSIPPI — East  Mississippi  Insane  Hospital,  Meridian. 
J.  M.  Buchanan,  M.  D.,  Superintendent. 

State  Insane  Hospital,  Asylum  P.  O. 
Nolan  Stewart,  M.  D.,  Superintendent. 


Thomas  J.  Mitchell,  M.  D.,  Jackson. 
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MISSOURI— City  Asylum,  St.  Louis. 

Henry  S.  Atkins,  M.  D.,  Superintendent. 
Colony  for  Feeble-Minded  and  Epileptic,  Marshall. 
No  members. 

Dr.  C.  R.  Woodson's  Sanitarium,  St.  Joseph. 
C.  R.  Woodson,  M.  D.,  Physician-in- Charge. 

State  Hospital  No.  i,  Fulton. 
No  members. 

State  Hospital  No.  2,  St.  Joseph. 

No  members. 

State  Hospital  No.  3,  Nevada. 
No  members. 

State  Hospital  No.  4,  Farmington. 
No  members. 

St.  Vincent  Institution  for  the  Insane,  St.  Louis. 
No  members. 


L.  H.  Callaway,  M.  D.,  525  West  Arch  St.,  Nevada. 

Charles  G.  Chaddock,  M.  D.,  3750  Lindell  Boulevard,  St.  Louis. 

George  C.  Crandall,  M.  D.,  4287  Olive  St.,  St.  Louis. 

Frank  R.  Fry,  M.  D.,  Humboldt  Building,  St.  Louis. 

Charles  H.  Hughes,  M.  D.,  3872  Washington  Boulevard,  St.  Louis. 

William  F.  Kuhn,  M.  D.,  Room  714,  Shukert  Bldg.,   11 15  Grand 

Ave.,  Kansas  City. 
John  Punton,  M.  D.,  Kansas  City. 
A.  L.  Skoog,  M.  D.,  402  Argyle  Bldg.,  Kansas  City. 

MONTANA— Montana  State  Hospital  for  the  Insane,  Warm  Springs. 
J.  M.  Scanland,  M.  D.,  Superintendent. 

N 
NEBRASKA — Nebraska  Hospital  for  Insane,  Lincoln. 

No  members. 

Nebraska  State  Hospital,  Ingleside. 
No  members. 

Norfolk  Hospital  for  the  Insane,  Norfolk. 
No  members. 

NEVADA — Nevada  Hospital  for  Mental  Diseases,  Reno. 
No  members. 

NEW  HAMPSHIRE — Highland  Spring  Sanatorium,  Nashua. 
Albert  Edward  Brownrigg,  M.  D.,  Superintendent. 
New  Hampshire  State  Hospital,  Concord. 
Charles  P.  Bancroft,  M.  D.,  Superintendent. 
Charles  H.  DoUoff,  M.  D.,  Assistant  Physician. 
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NEW  HAMPSHIRE— Cow/WM^rf. 

State  School  for  Feeble-Minded  Children,  Laconia. 
Benjamin  W.  Baker,  M.  D.,  Superintendent. 


Charles  E.  Woodbury,  M.  D.,  Acworth,  N.  H. 

NEW  JERSEY — Essex  County  Hospital  for  the  Insane,  Cedar  Grove, 
Essex  County. 

D.  M.  Dill,  M.  D.,  Superintendent. 

Fair  Oaks  Sanatorium,  Summit. 
Eliot  Gorton,  M.  D. 
Thomas  P.  Prout,  M.  D. 

Hudson  County  Hospital  for  Insane,  Secaucus,  Jersey  City. 
George  W.  Eling,  M.  D.,  Superintendent. 

New  Jersey  State  Hospital,  Morris  Plains. 
B.  D.  Evans,  M.  D.,  Medical  Director. 
Peter  S.  Mallon,  M.  D.,  Assistant  Physician. 

E.  Moore  Fisher,  M.  D.,  Assistant  Physician. 
Alexander  J.  Carroll,  M.  D.,  Assistant  Physician. 

New  Jersey  State  Hospital,  Trenton. 

Henry  A.  Cotton,  M.  D.,  Medical  Director. 

John  C.  Felty,  M.  D.,  Assistant  Physician. 

William  C.  Sandy,  M.  D.,  Assistant  Physician. 

Edgar  B.  Funkhouser,  M.  D.,  Second  Assistant  Physician. 

Frederick  S.  Hammond,  M.  D.,  Assistant  Physician  and  Pathologist. 

New  Jersey  State  Village  for  Epileptics,  Skillman. 
David  F.  Weeks,  M.  D.,  Superintendent. 

"  Riverlawn  "  Sanitarium,  Paterson. 

Daniel  T.  Millspaugh,  M.  D.,  Superintendent.        f  S 


Christopher  C.  Beling,  M.  D.,  Newark. 

Percy  Bryant,  M.  D.,  Rahway. 

Paul  Lange  Cort,  M.  D.,  Trenton. 

L.  S.  Hinckley,  M.  D.,  Newark. 

William  E.  Ramsey,  M.  D.,  Perth  Amboy. 

Walter  A.  Taylor,  M.  D.,  Trenton. 

NEW  YORK — Binghamton  State  Hospital,  Binghamton. 
Charles  G.  Wagner,  M.  D.,  Superintendent. 
James  V.  May,  M.  D.,  First  Assistant  Physician. 
Edward  Gillespie,  M.  D.,  Second  Assistant  Physician. 
John  I.  McKelway,  M.  D.,  Assistant  Physician. 
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Bloomingdale  Hospital,  White  Plains. 
Samuel  B.  Lyon,  M.  D.,  Superintendent. 
Theodore  1.  Townsend,  M.  D.,  First  Assistant  Physician. 
Albert  Durham,  M.  D.,  Assistant  Physician. 

Breezehurst  Terrace,  Whitestone,  L.  I. 

Daniel  A.  Harrison,  M.  D.,  Resident  Physician. 

Brigham  Hall,  Canandaigua. 

Robert  G.  Cook,  M.  D.,  Resident  Physician. 

Buffalo  State  Hospital,  Buffalo. 

Arthur  W.  Hurd,  M.  D.,  Superintendent, 
Joseph  B.  Betts,  M.  D.,  Assistant  Physician. 
George  G.  Armstrong,  M.  D.,  Assistant  Physician. 
Helene  J.  C.  Kuhlman,  M.  D.,  Assistant  Physician. 

Central  Islip  State  Hospital,  Central  I  slip,  L.  I. 
George  A.  Smith,  M.  D.,  Superintendent. 
Marcus  B.  Heyman,  M.  D.,  First  Assistant  Physician. 
Calvin  B.  West,  M.  D.,  Assistant  Physician. 
Charles  M.  Burdick,  M.  D.,  Assistant  Physician. 

Craig  Colony  for  Epileptics,  Sonyea. 

William  T.  Shanahan,  M.  D.,  Medical  Superintendent. 

James  F.  Munson,  M.  D.,  Pathologist. 

G.  Kirby  Collier,  M.  D.,  Assistant  Physician. 

Custodial  Asylum,  Newark. 

Ethan  A.  Nevin,  M.  D.,  Superintendent. 

Dannemora  State  Hospital,  Dannemora. 
Charles  H.  North,  M.  D.,  Superintendent. 
R.  F.  C.  Kieb,  M.  D.,  First  Assistant  Physician. 

Dr.  Bond's  House,  Yonkers. 

George  F.  M.  Bond,  M.  D.,  Proprietor. 
Edward  A.  Everett,  M.  D.,  Assistant  Physician. 

Dr.  Kellogg's  House,  Riverdale,  New  York  City. 
Theo.  H.  Kellogg,  M.  D.,  Physician-in-Charge. 

Dr.  MacDonald's  House,  Central  Valley. 

Carlos  F.  MacDonald,  M.  D.,  Proprietor  and  Physician-in-Charge. 
Clarence  J.  Slocum,  M.  D.,  Resident  Physician. 

GowANDA  State  Homeopathic  Hospital,  Gowanda. 
Daniel  H.  Arthur,  M.  D.,  Superintendent. 

Greenmont-on-Hudson,  Ossining  P.  O. 
Ralph  L.  Parsons,  M.  D. 
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HiLBOURNE  Farms,  Katonah. 
Edward  M.  Sharp,  M.  D. 

Hudson  River  State  Hospital,  Poughkeepsie. 
Charles  W.  Pilgrim,  M.  D.,  Superintendent. 
Frederick  W.  Parsons,  M.  D.,  Second  Assistant  Physician. 
Emma  Putnam,  M.  D.,  Assistant  Physician. 
Mortimer  W.  Raynor,  M.  D.,  Assistant  Physician. 
Blanche  Dennes,  M.  D.,  Assistant  Physician. 
William  J.  Cavanaugh,  M.  D.,  Assistant  Physician. 

Kings  County  Hospital,  Brooklyn. 

John  F.  Fitzgerald,  M.  D.,  General  Medical  Superintendent. 
William  B.  Moseley,  M.  D.,  Assistant  Physician. 

Kings  Park  State  Hospital,  Kings  Park. 

William  Austin  Macy,  M.  D.,  Superintendent. 
Clarence  F.  Haviland,  M.  D.,  First  Assistant  Physician. 
A.  J.  Rosanoff,  M.  D.,  Second  Assistant  Physician. 
Wm.  H.  Montgomery,  M,  D.,  Second  Assistant  Physician. 
Donald  L.  Ross,  M.  D.,  Assistant  Physician. 

Long  Island  Home,  Amityville,  L.  I. 

0.  J.  Wilsey,  M.  D.,  Physician-in-Charge. 

Long  Island  State  Hospital,  Brooklyn. 
William  L.  Russell,  M.  D.,  Superintendent. 
Paul  G.  Taddiken,  M.  D.,  Second  Assistant  Physician. 

Marshall  Sanitarium,  Troy. 

Hiram  Elliott,  M.  D.,  Superintendent. 

Manhattan  State  Hospital,  Ward's  Island,  New  York  City. 
William  Mabon,  M.  D.,  Superintendent  and  Medical  Director. 
John  T.  W.  Rowe,  M.  D.,  First  Assistant  Physician. 
George  H.  Kirby,  M.  D.,  Director  Clinical  Psychiatry. 
John  R.  Knapp,  M.  D.,  Assistant  Physician. 
Morris  J.  Karpas,  M.  D.,  Assistant  Physician. 
Anna  E.  Hutchinson,  M.  D.,  Woman  Assistant  Physician. 

Matteawan  State  Hospital,  Fishkill  Landing. 
Robert  B.  Lamb,  M.  D.,  Superintendent. 

Middletown  State  Homeopathic  Hospital,  Middletown. 
Maurice  C.  Ashley,  M.  D.,  Superintendent. 
Robert  C.  Woodman,  M.  D.,  First  Assistant  Physician. 
George  F.  Brewster,  M.  D.,  Second  Assistant  Physician. 
Roy  E.  Mitchell,  M.  D.,  Assistant  Physician. 
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MoHANsic  State  Hospital,  Yorktown. 
Isham  G.  Harris,  M.  D.,  Superintendent, 

Psychiatric  Institute,  Ward's  Island,  New  York  City. 
August  Hoch,  M.  D.,  Director. 
Charles  Ricksher,  M.  D. 

Providence  Retreat,  Buffalo. 

John  J.  Twohey,  M.  D.,  Physician-in-Charge. 

"  River  Crest,"  Astoria,  L.  I. 

J.  Joseph  Kindred,  M.  D.,  Proprietor  and  Consulting  Physician. 
William  E.  Dold,  M.  D.,  Physician-in-Charge. 

"  RrVERVIEW,"   FiSHKILL-ON-HUDSON. 

James  R.  Bolton,  M.  D.,  Physician-in-Charge. 

Rochester  State  Hospital,  Rochester. 

Eugene  H.  Howard,  M.  D.,  Superintendent. 
Ezra  B.  Potter,  M.  D.,  First  Assistant  Physician. 
Charles  T.  LaMoure,  M.  D.,  Second  Assistant  Physician 
Irving  Lee  Walker,  M.  D.,  Assistant  Physician. 
Eveline  P.  Ballintine,  M.  D.,  Assistant  Physician. 
Edvsrard  L.  Hanes,  M.  D.,  Assistant  Physician. 

Sanford  Hall,  Flushing. 

W.  Stuart  Brown,  M.  D.,  Physician-in-Charge. 

St.  Lawrence  State  Hospital,  Ogdensburg. 
R.  H.  Hutchings,  M.  D.,  Superintendent. 
Elbert  M.  Somers,  Jr.,  M.  D.,  First  Assistant  Physician. 
Roy  L.  Leak,  M.  D.,  Second  Assistant  Physician. 
Walter  G.  Ryon,  M.  D.,  Assistant  Physician. 
Caroline  S.  Pease  M.  D.,  Assistant  Physician. 

St.  Vincent's  Retreat,  Harrison. 

Swepson  J.  Brooks,  M.  D.,  Physician-in-Charge. 

The  Pines,  Auburn. 

Frederick  Sefton,  M.  D.,  Physician-in-Charge. 

Utica  State  Hospital,  Utica. 

Harold  L.  Palmer,  M.  D.,  Superintendent. 

George  H.  Tomey,  Jr.,  M.  D.,  First  Assistant  Physician. 

Samuel  W.  Hamilton,  M.  D.,  Second  Assistant  Physician. 

Vernon  House,  Bronxville. 

William  D.  Granger,  M.  D.,  Physician-in-Charge. 

West  Hill,  261  st  St.  and  Broadway,  New  York  City. 
Flavins  Packer,  M.  D.,  Physician-in-Charge. 


GEOGRAPHICAL  DISTRIBUTION  MEMBERS  AND  INSTITUTIONS.      47 

NEW  YORK— Continued. 

WiLLARD  State  Hospital,  Willard. 

Robert  M.  Elliott,  M.  D.,  Superintendent. 

Chester  Lee  Carlisle,  M.  D.,  Assistant  Physician.       P^ 

Erving  Holley,  M.  D.,  Assistant  Physician.  ,^  (, 


Clayton  G.  Andrews,  M.  D.,  Canton. 
Charles  E.  Atwood,  M»  D.,  New  York. 
Thomas  E.  Bamf ord,  M.  D.,  Syracuse. 
George  B.  Campbell,  M.  D.,  New  York. 
Arthur  J.  Capron,  M.  D.,  New  York. 
L.  Pierce  Clark,  M.  D.,  New  York. 
H.  Austin  Cossitt,  M.  D.,  New  York. 
Robert  E.  Doran,  M.D.,  Albany. 
H.  W.  Eggleston,  M.  D.,  Binghamton. 
Albert  Warren  Ferris,  M.  D.,  Albany. 
Austin  Flint,  M.  D.,  New  York!      ^ 
Menas  S.  Gregory,  M.  D.,  New  York. 
Graeme  M.  Hammond,  M.  D.,  New  York. 
William  Hirsch,  M.  D.,  New  York. 
Smith  Ely  Jelliffe,  M.  D.,  New  York. 
J.  M.  Mosher,  M.  D.,  Albany. 
George  O'Hanlon,  M.  D.,  New  York. 
Frederick  Peterson,  M.  D.,  New  York. 
Frank  W.  Robertson,  M.  D.,  New  York. 
B.  Sachs,  M.  D.,  New  York.        _„.  „- 
Max  G.  Schlapp,  M.  D.,  New  York. 
H.  Ernest  Schmid,  M.  D.,  White  Plains. 
Edward  W.  Scripture,  M.  D.,  New  York. 
William  W.  Skinner,  M.  D.,  Geneva. 
William  E.  Sylvester,  M.  D.,  New  York. 
George  S.  Youngling,  M.  D.  New  York. 

NORTH  CAROLINA — Broadoaks  Sanatorium,  Morganton. 
Isaac  M.  Taylor,  M.  D.,  Superintendent. 

State  Hospital,  Goldsboro. 

W.  W.  Faison,  M.  D.,  Superintendent. 

State  Hospital,  Morganton. 

John  McCampbell,  M.  D.,  Superintendent. 

State  Hospital,  Dix  Hill,  Raleigh. 
James  McKee,  M.  D.,  Superintendent. 

NORTH  DAKOTA — State  Hospital  for  the  Insane,  Jamestown. 
Benjamin  R.  McAUaster,  M.  D.,  Superintendent. 
H.  D.  Earl,  M.  D.,  First  Assistant  Physician. 
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OHIO — Athens  State  Hospital,  Athens. 
No  members. 

Cincinnati  Sanitarium,  Cincinnati. 

F.  W.  Langdon,  M.  D.,  Medical  Director. 

Berthold  A.  Williams,  M.  D.,  Senior  Resident  Physician. 
Charles  B.  Rogers,  M.  D. 

Cleveland  State  Hospital,  Cleveland. 
Charles  H.  Clark,  M.  D.,  Superintendent. 

Columbus  State  Hospital,  Columbus. 

George  Stockton,  M.  D.,  Superintendent. 

G.  H.  Williams,  M.  D.,  Assistant  Physician. 

Dayton  Sanitarium,  Dayton. 

J.  M.  RatlifE,  M.  D.,  Resident  Medical  Superintendent. 

Dayton  State  Hospital,  Dayton. 

Arthur  F.  Shepherd,  M.  D.,  Superintendent. 

John  Cecil  George,  M.  D.,  Assistant  Superintendent. 

Fair  Oaks  Villa,  Cuyahoga  Falls. 

William  A.  Searl,  M.  D.,  Medical  Director. 

Grandview  Sanitarium,  Cincinnatl 

Brooks  F.  Beebe,  M.  D.,  Superintendent. 

Lake  Side  Hospital,  Cleveland. 

Henry  S.  Upson,  M.  D.,  Professor  of  Neurology. 

Longview  Hospital,  Cincinnati. 

F.  W.  Harmon,  M.  D.,  Superintendent. 

Massillon  State  Hospital,  Massillon. 
H.  C.  Eyman,  M.  D.,  Superintendent. 
Edson  C.  Brown,  M.  D.,  Assistant  Physician. 
John  D.  O'Brien,  M.  D.,  Assistant  Physician. 

Ohio  Hospital  for  Epileptics,  Gallopolis. 
William  Pritchard,  M.  D.,  Superintendent. 

Oxford  Retreat,  Oxford. 

George  F.  Cook,  M.  D.,  Superintendent. 

R.  Harvey  Cook,  M.  D.,  Assistant  Physician. 

Toledo  State  Hospital,  Toledo. 

George  R.  Love,  M.  D.,  Superintendent. 


George  T.  Harding,  M.  D.,  Columbus. 
A.  B.  Hovsrard,  M.  D.,  Cleveland. 
J.  M.  Lewis,  M.  D.,  Cleveland. 
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OREGON — Crystal  Springs,  Portland. 

Henry  Waldo  Coe,  M.  D.,  Medical  Director. 
Robert  L.  Gillespie,  M.  D.,  Medical  Director. 

State  Insane  Asylum,  Salem. 
No  members. 


PENNSLVANIA — Chester  County  Hospital  for  Insane,  Embreeville. 
Ralph  C.  Kell,  M.  D.,  Superintendent. 

DixMONT  Hospital  for  the  Insane,  Dixmont. 
Henry  A.  Hutchinson,  M.  D.,  Superintendent. 

Easton  Sanitarium,  Easton. 

C.  Spencer  Kinney,  M.  D.,  Proprietor. 

Friends'  Asylum  for  the  Insane,  Frankford,  Philadelphia. 
Robert  H.  Chase,  M.  D.,  Superintendent. 
Isabel  A.  Bradley,  M.  D.,  Assistant  Physician. 

Hospital  for  the  Insane  of  Luzerne  County,  Retreat. 
Charles  B.  Mayberry,  M.  D.,  Superintendent. 

Pennsylvania  Epileptic  Hospital,  Oakbourne. 
No  members. 

Pennsylvania  Hospital  for  the  Insane,  Philadelphia. 
Owen  Copp,  M.  D.,  Superintendent. 
A.  R.  Moulton,  M.  D.,  Senior  Assistant  Physician. 

Philadelphia  Hospital  for  Insane,  Philadelphia. 

No  members. 

State  Asylum  for  the  Chronic  Insane,  Wernersville. 
S.  S.  Hill,  M.  D.,  Superintendent. 

State  Hospital  for  the  Insane,  Danville. 
Hugh  B.  Meredith,  M.  D.,  Superintendent. 

State  Hospital  for  the  Insane,  Norristown. 

Wm  W.  Richardson,  M.  D.,  Chief  Physician,  Department  for  Men. 
Clyde  R.  McKinniss,  M.  D.,  Assistant  Physician. 

State  Hospital  for  the  Insane,  Warren. 
W.  W.  Hawke,  M.  D.,  Superintendent. 
Edward  B.  Shellenberger,  M.  D.,  Assistant  Physician. 

State  Institute  for  Feeble-Minded,  Polk. 

J.  Morehead  Murdock,  M.  D.,  Superintendent. 

State  Institute  for  Feeble-Minded,  Spring  City. 
Harris  M.  Carey,  M.  D.,  Superintendent. 
George  P.  Ard,  M.  D.,  Assistant  Physician. 
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PENNSYLVANIA— Con^mM^rf. 

State  Lunatic  Hospital,  Harrisburg. 
H.  L.  Orth,  M.  D.,  Superintendent. 

Stonyhurst  Sanitarium,  HoLMESBURG,JmLAUJLLf  uia.^ 
Mary  M.  Wolfe,  M.  D.  X^^'^  O  N    ^EO/q- 

Wood  Lea  Sanitarium,  Ardmore.  -^  ^^ 

Grace  E.  White,  M.  D.  ^ 

. MAY  16  ini8 

Jane  Rogers  Baker,  M.  D.      v 

Charles  W.  Burr,  M.  D.,  Phila^hsl^a.L  /BR  AB'^ 

John  B.  Chapin,  M.  D.,  Philadelphia. 

Morris  S.  Guth,  M.  D.,  Erie. 

Seymour  De  Witt  Ludlum,  M.  D.,  Merion. 

D.  J.  McCarthy,  M.  D.,  Philadelphia. 

Edward  E.  Mayer,  M.  D.,  Pittsburg. 

Charles  K.  Mills,  M.  D.,  Philadelphia. 

W.  E.  Wright,  M.  D.,  Harrisburg. 

PHILIPPINE  ISLANDS— Arthur  Delacroix,  M.  D.,  Manila. 

PORTO  RICO— Insane  Asylum,  San  Juan. 
No  members. 

R 
RHODE  ISLAND — Butler  Hospital,  Providence. 
G.  Alder  Blumer,  M.  D.,  Superintendent. 
Henry  C.  Hall,  M.  D.,  Assistant  Physician. 

Rhode  Island  State  Sanatorium,  Wallum  Lake. 
H.  L.  Barnes,  M.  D.,  Superintendent. 

State  Sanatorium,  Howard. 

Arthur  H.  Harrington,  M.  D.,  Superintendent. 


William  McDonald,  M.  D.,  i88  Blackstone  Boulevard,  Providence. 

s 

SOUTH  CAROLINA — State  Hospital  for  the  Insane,  Columbia. 
J.  W.  Babcock,  M.  D.,  Superintendent. 
J.  L.  Thompson,  M.  D.,  Assistant  Physician. 

SOUTH  DAKOTA — South  Dakota  Hospital  for  the  Insane,  Yankton. 
L.  C.  Mead,  M.  D.,  Superintendent. 
George  Sheldon  Adams,  M.  D.,  Assistant  Superintendent 

Asylum  for  Insane  Indians,  Canton. 

Henry  R.  Hummer,  M.  D.,  Superintendent 
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TENNESSEE— Central  Hospital  for  the  Insane,  Nashville. 
Albert  E.  Douglas,  M.  D.,  Superintendent. 

Eastern  Hospital  for  the  Insane,  Knoxville. 
Michael  Campbell,  M.  D.,  Superintendent. 

Western  Hospital  for  Insane,  Bolivar, 
James  J.  Neely,  M.  D.,  Superintendent. 

TEXAS — Dr.  Moody's  Sanitarium,  San  Antonio. 
G.  H.  Moody,  M.  D.,  Superintendent. 

North  Texas  Hospital  for  the  Insane,  Terrell. 
No  members. 

Southwestern  Insane  Asylum,  San  Antonio. 
No  members. 

State  Epileptic  Colony,  Abilene. 
No  members. 

State  Lunatic  Asylum,  Austin. 

John  Preston,  M.  D.,  Superintendent. 


John  S.  Turner,  M.  D.,  Dallas. 

u 

UTAH — Utah  State  Mental  Hospital,  Provo  City. 
Daniel  H.  Calder,  M.  D.,  Superintendent. 

V 

VERMONT — Brattleboro  Retreat,  Brattleboro. 
Shailer  E.  Lawton,  M.  D.,  Superintendent. 
George  B.  Landers,  M.  D.,  First  Assistant  Physician. 

State  Hospital  for  the  Insane,  Watereury. 
No  members. 

VIRGINIA — Central  State  Hospital,  Petersburg. 
William  F.  Drewry,  M.  D.,  Superintendent. 

Eastern  State  Hospital,  Williamsburg. 

Oliver  C.  Brunk,  M.  D.,  Medical  Superintendent. 

Southwestern  State  Hospital,  Marion. 
John  C.  King,  M.  D.,  Superintendent. 

State  Epileptic  Colony,  Lynchburg. 
A.  S.  Priddy,  M.  D.,  Executive  Officer. 
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VIRGINIA— Cow  tinned. 

Western  State  Hospital,  Staunton. 

J.  S.  De  Jamette,  M.  D.,  Superintendent. 
J.  H.  Garlick,  M.  D.,  Assistant  Physician. 


E.  H.  Pomeroy,  M.  D.,  St.  Charles. 

w 

WASHINGTON — Eastern  Washington  Hospital  for  the  Insane,  Med- 
ical Lake. 
John  H.  Sample,  M.  D.,  Superintendent. 

Western  Washington  Hospital  for  the  Insane,  Fort  Steilacoom. 
No  members. 

WEST  VIRGINIA — Second  Hospital  for  the  Insane,  Spencer. 
A,  J.  Lyons,  M.  D.,  Superintendent. 

West  Virginia  Asylum  at  Huntington,  Huntington. 
L.  V.  Guthrie,  M.  D.,  Superintendent. 

West  Virginia  Hospital  for  the  Insane  at  Weston. 
No  members. 

WISCONSIN — Milwaukee   Asylum    for   the   Chronic   Insane,    Wau- 

WATOSA. 

William  F.  Beutler,  M.  D.,  Superintendent. 

Milwaukee  Hospital  for  the  Insane,  Wauwatosa. 
M.  J.  White,  M.  D.,  Superintendent. 

Milwaukee  Sanitarium,  Wauwatosa. 

Richard  Dewey,  M.  D.,  Physician-in-Charge. 

Northern  Hospital  for  the  Insane,  Winnebago. 
W.  S.  Osborn,  M.  D.,  First  Assistant  Physician. 

Palmyra  Sanitarium,  Palmyra. 
No  members. 

Waukesha  Springs  Sanitarium,  Waukesha. 
Byron  M.  Caples,  M.  D.,  Superintendent. 

Wisconsin  State  Hospital  for  the  Insane,  Mendota. 
Charles  Gorst,  M.  D.,  Superintendent. 


William  F.  Becker,  M.  D.,  604  Goldsmith  Bldg.,  Milwaukee. 
Anne  Burnet,  M.  D.,  513  La  Salle  St.,  Wausau. 
John  B.  Edwards,  M.  D.,  Mauston. 
Uranus  0.  Wingate,  M.  D.,  Milwaukee. 

WYOMING — State  Hospital  for  the  Insane,  Evanston. 
Charles  H.  Solier,  M.  D.,  Superintendent. 
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BRITISH  AMERICA. 

BRITISH  COLUMBIA — Public  Hospital  for  Insane,  New  Westminster. 
Charles  Edward  Doherty,  M.  D.,  Superintendent. 

MANITOBA — Asylum  for  the  Insane,  Selkirk. 
David  Young,  M.  D.,  Superintendent. 

NEW  BRUNSWICK— The  Provincial  Hospital,  Fairville,   St.  John's 
County. 
James  V.  Anglin,  M.  D.,  Superintendent. 

NEWFOUNDLAND— Asylum  for  the  Insane,  St.  John's. 

No  members. 

NOVA  SCOTIA— Nova  Scotia  Hospital,  Halifax. 
W.  H.  Hattie,  M.  D.,  Superintendent. 
Frederick  E.  Lawlor,  M.  D.,  Assistant  Physician. 

ONTARIO — Asylum  for  the  Insane,  Cobourg. 
Thomas  J.  Moher,  M.  D.,  Superintendent. 

Asylum  for  the  Insane,  London. 

W.  J.  Robinson,  M.  D.,  Superintendent. 

Asylum  for  the  Insane,  Penetanguishene. 
William  T.  Wilson,  M.  D.,  Superintendent. 

HoMEWooD  Sanitarium,  Guelph. 

Alfred  T.  Hobbs,  M.  D.,  Superintendent. 

Hospital  for  the  Insane,  Brockville. 
No  members. 

Hospital  for  the  Insane,  Hamilton. 
W.  M.  English,  M.  D.,  Superintendent. 

Mimico  Asylum  for  the  Insane,  Toronto. 
Nelson  H.  Beemer,  M.  D.,  Superintendent. 

RocKwooD  Hospital  for  the  Insane,  Kingston. 
Edward  Ryan,  M.  D.,  Superintendent. 

Toronto  Hospital  for  the  Insane,  Toronto. 
Charles  K.  Clarke,  M.  D.,  Superintendent. 


John  G.  Fitzgerald,  M.  D.,  Toronto. 
PRINCE  EDWARD  ISLAND— Falconwood  Hospital  for  Insane,  Char- 

LOTTETOWN. 

V.  L.  Goodwill,  M.  D.,  Superintendent. 

QUEBEC — Beauport  Asylum  for  the  Insane,  Beauport,  Quebec. 
M.  D.  Brochu,  M.  D.,  Superintendent. 
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QTJEBEC— Continued. 

Hospital  Saint  Jean  de  Dieu,  Gamelin. 
George  Villeneuve,  M.  D.,  Superintendent. 

Protestant  Hospital  for  the  Insane,  Montreal. 
T.  J.  W.  Burgess,  M.  D.,  Superintendent. 
Carlyle  A.  Porteous,  M.  D.,  Assistant  Superintendent. 
Andrew  Macphail,  M.  D.,  Consulting  Pathologist. 


E.  Philippe  Chagnon,  M.  D.,  Montreal. 
David  A.  Shirres,  M.  D.,  Montreal. 

BAHAMA  ISLANDS— J.  A.  Mackintosh,  M.  D.,  Nassau  N.  P.  Bahamas. 


AMERICAN  MEDICO-PSYCHOLOGICAL 
ASSOCIATION. 


CONSTITUTION. 


Article  I. 

This  organization  shall  be  known  as  the  American  Medico- 
Psychological  Association,  this  name  being  adopted  in  1892 
by  "  The  Association  of  Medical  Superintendents  of  American 
Institutions  for  the  Insane,"  founded  in  1844. 

Article  II. 

The  object  of  this  Association  shall  be  the  study  of  all  subjects 
pertaining  to  mental  disease,  including  the  care,  treatment,  and 
promotion  of  the  best  interests  of  the  insane. 

Article  III. 

There  shall  be  four  classes  of  members :  ( i )  Active  members, 
who  shall  be  physicians,  resident  in  the  United  States  and  British 
America,  especially  interested  in  the  treatment  of  insanity;  (2) 
Associate  members;  (3)  Honorary  members;  and  (4)  Corre- 
sponding members. 

Article  IV. 

The  officers  of  the  Association  shall  consist  of  a  President, 
Vice-President,  Secretary — who  shall  also  be  the  Treasurer — three 
Auditors,  and  twelve  other  members  of  the  Association  to  be  called 
Councilors;  all  of  these  officers  together  shall  constitute  a  body 
which  shall  be  known  as  the  Council. 

Note, — The  Association  of  Medical  Superintendents  of  American  Institu- 
tions for  the  Insane  was  founded  in  1844  by  the  original  thirteen  members. 
In  1891,  when  its  membership  had  increased  to  more  than  two  hundred,  it 
was  proposed,  at  the  annual  meeting  of  that  year  in  Washington,  to  form 
a  better  organization  of  the  Association — its  work  having  previously  been 
done  under  the  somewhat  unstable  rules  of  custom  and  a  few  resolutions 
scattered  through  its  records.  The  proposition  was  agreed  to,  and  at  the 
annual  meeting  in  Washington,  in  1892  there  was  unanimously  adopted  the 
following  Constitution  and  By-Laws,  with  the  change  of  name  to  the 
American  Medico- Psychological  Association. 
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Article  V. 

The  Active  members  of  the  Association  shall  include  all  past 
and  present  medical  superintendents  named  in  the  official  list  pub- 
lished for  1892  of  members  of  "  The  Association  of  Medical 
Superintendents  of  American  Institutions  for  the  Insane  '^ ;  the 
Honorary  members  shall  include  those  so  designated  in  that  list ; 
the  Associate  members  shall  include  all  the  assistant  physicians 
named  in  the  same  Hst;  it  being  provided  that  said  list  shall  be 
corrected  by  the  Council,  as  may  be  necessary  to  carry  out  the 
intention  of  the  Constitution  as  to  the  continuance  of  existing 
membership. 

Every  candidate  for  admission  to  the  Association  hereafter  as 
an  Active  member  shall  be  proposed  to  the  Council,  in  writing, 
in  an  application  addressed  to  the  President,  at  any  annual  meet- 
ing preceding  the  one  at  which  the  election  is  held.  Honorary, 
Associate,  or  Corresponding  members  shall  be  proposed  to  the 
Council,  in  writing,  in  an  application  addressed  to  the  President, 
at  least  two  months  prior  to  the  meeting  of  the  Association. 
Every  application  of  whatever  class  must  include  a  statement  of 
the  candidate's  name  and  residence,  professional  qualifications, 
and  any  appointments  then  or  formerly  held,  and  certifying  that 
he  is  a  fit  and  proper  person  for  membership.  In  the  case  of  a 
candidate  for  Active  or  Associate  membership,  the  application 
shall  be  signed  by  three  Active  members  of  the  Association ;  and 
by  six  Active  members  for  the  proposal  of  an  Honorary  or  Corre- 
sponding member.  The  names  of  all  candidates  approved  by  a 
majority  vote  of  members  of  the  Council  present  at  its  annual 
meeting  shall  be  presented  on  a  written  or  printed  ballot  to  the 
Association  at  its  concurrent  annual  meeting,  at  least  one  session 
previous  to  that  at  which  the  election  is  made,  which  shall  be  by 
ballot  at  a  regular  session,  and  require  a  majority  vote  of  the 
members  present.  Physicians  who,  by  their  professional  work 
or  published  writings,  have  shown  a  special  interest  in  the  care 
and  welfare  of  the  insane,  are  eligible  to  Active  membership. 
The  only  persons  eligible  for  Associate  membership  are  regularly 
appointed  assistant  physicians  of  institutions  for  the  insane  that 
are  regarded  to  be  properly  such  by  the  Council;  and  they  are 
eligible  for  such  membership  only  during  the  time  they  are  hold- 
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ing  such  appointments.  After  holding  such  an  appointment  three 
years,  an  Associate  member  may  become  an  Active  member  by 
making  application,  in  writing,  to  the  Council,  and  upon  its 
approval,  being  elected  in  the  manner  heretofore  prescribed. 

Article  VI. 

Physicians  and  others  who  have  distinguished  themselves  by 
their  attainments  in  branches  of  science  connected  with  insanity, 
or  who  have  rendered  signal  service  in  philanthropic  efforts  to 
promote  the  interests  of  the  insane,  shall  be  eligible  for  Honorary 
membership. 

Physicians  not  residents  in  the  United  States  and  British  Amer- 
ica, who  are  actively  engaged  in  the  treatment  of  insanity,  may  be 
elected  Corresponding  members. 

Active  members  only  shall  be  entitled  to  a  vote  at  any  meeting, 
or  be  eligible  to  any  office.  Honorary  and  Corresponding  mem- 
bers shall  be  exempt  frorn  all  payments  to  the  Association. 

Article  VH. 

Any  member  of  the  Association  may  withdraw  from  it  on  signi- 
fying his  desire  to  do  so  in  writing  to  the  Secretary:  Provided, 
That  he  shall  have  paid  all  his  dues  to  the  Association.  Any 
member  who  shall  fail  for  three  successive  years  to  pay  his  dues 
after  special  notice  by  the  Treasurer  shall  be  regarded  as  having 
resigned  his  membership,  unless  such  dues  shall  have  been  re- 
mitted by  the  Council  for  good  and  sufficient  reasons. 

And  member  who  shall  be  declared  unfit  for  membership  by 
a  two-thirds  vote  of  the  members  of  the  Council  present  at  an 
annual  meeting  of  that  body  shall  have  his  name  presented  by 
it  for  the  action  of  the  Association  from  which  he  shall  be  dis- 
missed if  it  be  so  voted  by  two-thirds  of  the  members  present  at 
its  annual  meeting. 

Article  VIII. 

The  Officers  and  Councilors  shall  be  elected  at  each  annual 
meeting.  They  shall  be  nominated  to  the  Association  on  the 
second  day  of  the  annual  meeting  in  the  order  of  business  of  the 
first  session  of  that  day,  by  a  committee  appointed  for  that  pur- 
pose by  the  President ;  and  the  election  shall  take  place  immedi- 
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ately.  The  election  shall  be  made  as  the  meeting  may  determine, 
and  the  person  who  shall  have  received  the  highest  number  of 
votes  shall  be  declared  elected  to  the  office  for  which  he  has  been 
nominated. 

The  President,  Vice-President,  the  Secretary  and  Treasurer, 
and  Auditors  shall  hold  office  for  one  year  or  until  the  beginning 
of  the  term  for  which  their  successors  are  elected.  One  Auditor 
shall  be  elected  for  one  year,  one  for  two  years,  and  one  for  three 
years.  The  Secretary  and  Treasurer  and  one  Auditor  are  eligible 
for  re-election.  At  the  first  election  of  Councilors,  four  members 
shall  be  elected  for  one  year,  four  for  two  years,  and  four  for  three 
years ;  and  thereafter  four  members  shall  be  elected  each  year  to 
hold  office  three  years,  or  until  their  successors  are  elected.  The 
President,  Vice-President,  one  Auditor,  and  the  four  retiring 
Councilors  are  ineligible  for  re-election  to  their  respective  offices 
for  one  year  immediately  following  their  retirement.  All  the  Offi- 
cers and  Councilors  shall  enter  upon  their  duties  immediately  after 
their  election,  excepting  the  President  and  Vice-President.  When 
any  vacancies  occur  in  any  of  the  offices  of  the  Association,  they 
shall  be  filled  by  the  Council  until  the  next  annual  meeting. 

A  quorum  of  the  Council  shall  be  formed  by  six  members ;  and 
of  the  Association  by  twenty  Active  members. 

Article  IX. 

The  President  and  Vice-President  for  the  year  shall  enter  on 
their  duties  at  the  close  of  the  business  of  the  annual  meeting  at 
which  they  are  elected.  The  President  shall  prepare  an  inaugural 
address  to  be  delivered  at  the  opening  session  of  the  meeting. 
He  shall  preside  at  all  the  annual  or  special  meetings  of  the 
Association  or  Council,  or  in  his  absence  at  any  time,  the  Vice- 
President  shall  act  in  his  place. 

The  Secretary  and  Treasurer  shall  keep  the  records  of  the 
Association  and  perform  all  the  duties  usually  pertaining  to  that 
office,  and  such  other  duties  as  may  be  prescribed  for  him  by  the 
Council;  and  under  the  same  authority  he  shall  receive  and  dis- 
burse and  duly  account  for  all  sums  of  money  belonging  to  the 
Association.  He  shall  keep  accurate  accounts  and  vouchers  of 
all  his  receipts  and  payments  on  behalf  of  the  Association,  and  of 
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all  invested  funds,  with  the  income  and  disposition  thereof,  that 
may  be  placed  in  his  keeping,  and  shall  submit  these  accounts,  with 
a  financial  report  for  the  preceding  year,  to  the  Council  at  its 
annual  meeting.  Each  annual  statement  shall  be  examined  by 
the  Auditors,  who  shall  prepare  and  present  at  each  annual  meet- 
ing of  the  Association  a  report  showing  its  financial  condition. 
The  Council  shall  have  charge  of  any  funds  in  the  possession  of 
the  Association,  and  which  shall  be  invested  under  its  direction 
and  control.  The  Council  shall  keep  a  careful  record  of  its  pro- 
ceedings, and  make  an  annual  report  to  the  Association  of  matters 
of  general  interest.  The  Council  shall  also  print  annually  the 
proceedings  of  the  meetings  of  the  Association  and  the  reports  of 
the  Treasurer  and  Auditors. 

The  Council  is  empowered  to  manage  all  the  affairs  of  the  Asso- 
ciation, subject  to  the  Constitution  and  By-Laws ;  to  appoint  com- 
mittees from  the  membership  of  the  Association,  and  spend  money 
out  of  its  surplus  funds  for  special  scientific  investigations  in 
matters  pertaining  to  the  objects  of  the  Association,  to  publish 
reports  of  such  scientific  investigations;  to  apply  the  income  of 
special  funds,  at  its  discretion,  to  the  purposes  for  which  they 
were  intended.  The  Council  may  also  engage  in  the  regular 
publication  of  reports,  papers,  transactions,  and  other  matters,  in 
annual  volume,  or  in  a  journal,  in  such  manner  and  at  such 
times  as  the  Council  may  determine,  with  the  approval  of  the 
Association. 

Article  X. 
Amendments  to  the  Constitution  and  By-Laws  shall  be  taken 
up  for  consideration  at  the  first  session  of  the  second  day  of  any 
annual  meeting,  and  may  be  made  by  a  two-thirds  vote  of  all 
the  members  present:  Provided,  That  notice  of  such  proposed 
amendments  be  given  in  writing  at  the  annual  meeting  next  pre- 
ceding. It  shall  be  the  duty  of  the  Secretary  to  send  to  all  the 
members  a  copy  of  any  proposed  amendment  at  least  three  months 
previous  to  the  meeting  when  the  action  is  to  be  taken. 
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BY-LAWS. 


Article  I. 

The  meetings  of  the  Association  shall  be  held  annually.  The 
time  and  place  of  each  meeting  shall  be  named  by  the  Council,  and 
reported  to  the  Association  for  its  action  at  the  preceding  meeting. 
Each  annual  meeting  shall  be  called  by  printed  announcements 
sent  to  each  member  at  least  three  months  previous  to  the  meeting. 

The  Council  shall  hold  an  annual  meeting  concurrent  with  the 
annual  meeting  of  the  Association ;  and  the  Council  shall  hold  as 
many  sessions  and  at  such  times  as  the  business  of  the  Association 
may  require. 

Special  meetings  of  the  Council  may  be  called  by  the  order  of 
the  Council.  The  President  shall  have  authority  at  any  time,  at 
his  own  discretion,  to  instruct  the  Secretary  to  call  a  special  meet- 
ing of  the  Council;  and  he  shall  be  required  to  do  so  upon  a 
request  signed  by  six  members  of  the  Council.  Such  special 
meetings  shall  be  called  by  giving  at  least  four  weeks'  written 
notice. 

Article  II. 

Each  and  every  Active  and  Associate  member  shall  pay  an 
annual  tax  to  the  Treasurer,  the  amount  to  be  fixed  annually  by 
the  Council,  not  to  exceed  five  dollars  for  an  Active  member,  or 
two  dollars  for  an  Associate  member. 

Article  III. 

The  order  of  business  of  each  annual  meeting  of  the  Association 
shall  be  determined  by  the  Council,  and  shall  be  printed  for  the 
use  of  the  Association  at  its  meeting.  The  Council  shall  also  make 
all  arrangements  for  the  meetings  of  the  Association,  appointing 
such  auxiliary  committees  from  its  own  body,  or  from  other  mem- 
bers of  the  Association,  and  making  such  other  provisions  as  shall 
be  requisite,  at  its  discretion. 


NOTE. 

The  accompanying  volume,  containing  the  proceedings,  papers, 
and  discussions  of  the  American  Medico-Psychological  Associa- 
tion at  its  Sixty-sixth  Annual  Meeting,  is  printed  by  the  Council 
with  the  Approval  of  the  Association. 

CHARLES  G.  WAGNER, 

Secretary. 

POUGHKEEPSIE,   N.   Y., 

October  i,  1910. 


AMERICAN  MEDICO-PSYCHOLOGICAL 
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PROCEEDINGS  OF  THE  SIXTY-SIXTH  ANNUAL  MEETING. 

Washington,  D.  C,  Tuesday  May  3,  1910. — First  Session. 

The  Association  convened  at  10  a.  m.,  in  the  Parlor  Hall  of  the 
New  Willard  Hotel,  Washington,  D.  C,  and  was  called  to  order 
by  the  President,  Dr.  William  Francis  Drewry,  of  Petersburg,  Va. 

The  President. — The  first  order  of  business,  ladies  and  gentlemen,  is 
the  address  of  welcome.  This  will  be  made  by  Dr.  William  C.  Woodward, 
Health  Officer  of  the  District  of  Columbia,  whom  I  take  pleasure  in  pre- 
senting to  the  Association. 

Dr.  William  C.  Woodward. — On  behalf  of  the  citizens  of  Washington, 
I  bid  you  welcome.  And  yet  in  doing  so  I  am  much  embarrassed,  for  I  am 
but  bidding  you  welcome  to  what  is  already  your  own.  For  no  citizen  of 
the  United  States  but  that  is  a  part  owner  of  its  capital  city ;  no  citizen  but 
that  carries  its  keys  in  his  pocket  and  always  has  the  freedom  of  the  town. 
But  if  part  ownership  of  the  city  carries  with  it  certain  rights  and  privi- 
leges, it  carries  also  certain  responsibilities  and  duties ;  responsibility  for  its 
physical,  intellectual,  moral,  and  spiritual  welfare;  the  duty  to  see  to  its 
maintenance  and  improvement  in  all  that  pertains  to  human  health  and 
happiness,  and  to  see  that  justice  in  the  Federal  District  is  impartially 
administered  and  the  rights  of  the  citizens  and  of  the  temporary  sojourner 
jealously  safeguarded.  Nothing  else  will  do.  And  health,  and  happiness, 
and  justice,  and  the  sanctity  of  individual  rights  are  nowhere  else  so  inti- 
mately interwoven  as  in  the  field  of  activity  occupied  by  this  Association. 

Before  an  audience  such  as  this  it  may  be  folly  for  me  to  venture  into 
psychology  or  psychiatry,  certainly,  at  least,  into  any  part  of  those  fields 
where  your  work  and  mine  do  not  overlap.  It  is,  however,  concerning 
just  two  such  points  of  contact  that  I  want  to  speak  this  morning,  not  with 
any  idea  of  conveying  to  you  information,  but  rather  in  the  way  of  an  appeal 
for  help.  I  want  to  call  your  notice,  first,  to  the  situation  here  in  the  na- 
tional capital  with  respect  to  the  commitment  of  the  insane,  and  second. 
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to  urge  that  the  technical  knowledge  of  the  alienist  be  carried  in  the  future 
to  a  greater  extent  than  in  the  past  to  the  outer  side  of  institutional  walls, 
not  so  much  with  a  view  to  the  cure  of  insanity  but  with  a  view  to  its 
prevention. 

In  so  far  as  relates  to  the  treatment  of  mental  disorders  within  the  walls 
of  special  institutions  organized  to  care  for  such  maladies,  the  city  of 
Washington  will  yield  to  no  other  community.  The  splendid  work  begun 
so  long  ago  by  the  men  who  have  been  responsible  for  the  management  of 
the  Government  Hospital,  and  so  ably  carried  on  now  by  one  of  your  own 
number,  Dr.  William  A.  White,  speaks  for  itself.  Those  not  famiHar  with 
this  hospital  and  its  works  should  by  all  means  avail  themselves  of  the 
opportunity  to  visit  it  while  they  are  in  the  city.  But  outside  of  the  walls 
of  the  hospital  we  are  still  in  the  dark  ages.  The  insane  man  is  a  quasi- 
criminal.  If  a  man  suffers  from  any  other  disease  he  is  sent  to  the  proper 
hospital  by  the  board  of  charities  or  by  the  health  department,  but  if  he  is 
insane  his  commitment  is  still  entrusted  to  the  police.  Whether  he  is  or  is 
not  sick  is  determined  by  a  jury  of  laymen,  in  open  court.  He  is  either 
guilty  or  not  guilty  of  being  mentally  unsound — a  patient  whose  ailment 
must  be  determined  under  the  guidance  of  lawyers,  according  to  the  rules 
of  law;  not  by  physicians,  according  to  medical  science.  We  need  your 
help  in  our  efforts  to  educate  the  community  including  your  senators  and 
representatives — who,  you  know  are  our  legislators — to  the  view  that  a 
man  suffering  from  mental  disorder  should  be  sent  to  a  hospital  and  sub- 
jected to  treatment  just  as  are  patients  suffering  from  other  diseases,  and 
not  otherwise;  that  is,  on  the  judgment  of  qualified  medical  men,  subject 
always,  of  course,  to  the  same  liability,  civil  and  criminal,  that  is  incident 
to  all  medical  practice,  to  liability  for  ignorance,  unskillfulness,  negligence, 
or  bad  faith. 

The  second  matter  of  which  I  want  to  speak  is  the  prevention  of  mental 
diseases.  We  hear  much  of  the  prevention  of  this  disease  and  of  that,  but 
almost  wholly  of  diseases  that  are  communicable  or  that  are  due  to  bad 
air,  food,  or  water.  We  hear  but  little  of  the  prevention  of  that  more 
serious  disorder,  the  one  which  disables  its  victims  longest,  that  saps  social 
and  business  ties,  that  puts  a  stain  on  offspring,  and  that  imposes  on  the 
government  an  enormous  outlay  of  money  for  the  maintenance  of  the 
sufferers  from  insanity.  We  are  not  going  to  touch  the  problem  until 
somehow  or  other  there  is  more  continuity  between  the  knowledge  of  the 
patient  in  the  asylum  and  of  the  patient  before  his  admission.  Our  health 
departments,  or  our  physicians  in  charge  of  hospitals  for  the  insane,  or 
both,  must  be  so  organized  as  to  look  more  closely  into  the  history  of  the 
patient  even  back  of  the  incipiency  of  the  disease,  so  as  to  learn  all  that 
there  is  to  be  learned  of  the  conditions  under  which  insanity  develops,  not 
only  for  the  better  understanding  of  the  disease  but  for  the  education  of 
the  public.     Every  case  of  insanity  must  be  investigated  by  an  inspector 
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paid  for  such  work  Just  as  every  case  of  typhoid  fever  is  now  investigated, 
so  that  information  may  be  obtained  at  first  hand,  complete,  and  not,  as  is 
too  often  the  case,  at  second  and  third  hand  and  in  a  more  or  less  frag- 
mentary manner.  The  prevention  of  insanity  is  as  important — possibly 
more  important — than  the  prevention  of  smallpox  and  many  other  diseases 
against  which  we  are  now  expending  our  force.  Let  us  begin  the  same 
vigorous  warfare  against  the  one  that  we  are  now  waging  against  the 
other.  The  fact  that  the  campaign  is  more  difficult  is  no  reason  why  it 
should  be  avoided  or  deferred,  but  should  but  stimulate  men  to  more  deter- 
mined and  vigorous  action. 

If  I  have  consumed  your  valuable  time  in  telling  you  things  already  well 
known  to  you,  and  I  undoubtedly  have  done  so,  my  only  excuse  is  that 
your  capital  city  wants  and  needs  your  help.  And  on  behalf  of  the  medical 
profession  and  of  the  people  of  the  District  of  Columbia,  I  pray  we  may 
have  it. 

The  President. — Dr.  Woodward  has  not  only  given  us  cordial  words  of 
welcome  which  we  appreciate  and  which  make  us  feel  entirely  at  home, 
but  he  has  made  a  most  valuable  address  from  practical  and  scientific  points 
of  view.  I  am  sure  we  have  enjoyed  and  will  profit  by  his  remarks.  When- 
ever our  Association  has  met  in  this  city  the  meetings  have  been  unusually 
enjoyable  and  profitable.  I  am  confident  that  I  voice  the  sentiments  of  all 
the  members  present  in  thanking  Dr.  Woodward  for  the  very  warm  wel- 
come he  has  extended  us. 

The  President. — We  shall  now  be  glad  to  have  the  report  of  the  Com- 
mittee of  Arrangements,  Dr.  W.  A.  White,  Chairman. 

Dr.  White. — I  have  very  little  to  report  other  than  appears  in  the  pro- 
gram. About  all  that  is  to  be  reported  is  the  arrangement  for  going  to  the 
Government  Hospital  for  the  Insane  on  Thursday  afternoon.  We  will 
have  two  special  cars  leave  from  a  point  near  by  the  New  Willard  Hotel  a 
few  minutes  after  one  o'clock,  arriving  at  the  hospital  approximately  at  two. 
The  company  will  furnish  cars  accommodating  about  seventy  passengers 
each,  about  all  of  the  people  who  are  going.  If  not,  the  regular  cars  run 
every  few  minutes  from  points  near  by.  A  light  luncheon  will  be  served  to 
those  who  attend  as  soon  as  they  arrive  at  the  hospital.  The  committee 
has  nothing  further  to  report. 

The  President. — We  extend  to  Dr.  White  our  thanks  for  his  cordial 
invitation  to  visit  the  Government  Hospital  for  the  Insane.  I  am  certain 
we  shall  enjoy  the  trip  and  our  visit  to  so  excellent  an  institution  will 
afford  good  object  lessons. 

The  next  order  of  business  is  the  report  of  the  Council,  which  will  be 
read  by  the  Secretary. 

5 
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Report  of  the  Council  to  the  American  Medico-Psychological 

Association. 

Washington,  D.  C,  May  3,  1910. 

The  Council  met  on  the  evening  of  May  2,  1910,  in  the  New  Willard 
Hotel. 

The  Council  has  received  and  transmits  herewith  the  report  of  the 
Treasurer  for  the  current  year. 

We  also  transmit  herewith  a  statement  of  the  membership  of  the  Asso- 
ciation to  date. 

The  Council  recommends  for  election  to  active  membership  the  follow- 
ing named  physicians : 

W.  L.  Athon,  M.  D.,  Anna,  111. ;  Swepson  J.  Brooks,  M.  D.,  Harrison, 
N.  Y. ;  Robert  G.  Cook,  M.  D.,  Canandaigua,  N.  Y. ;  George  V.  Dearborn, 
M.  D.,  Cambridge,  Mass.;  James  L.  Greene,  M.  D.,  Hospital,  111.;  Presley 
C.  Hunt,  M.  D.,  Washington,  D.  C. ;  John  C.  King,  M.  D.,  Marion,  Va. ; 
George  H.  Kirby,  M.  D.,  New  York,  N.  Y. ;  John  McCampbell,  M.  D., 
Morganton,  N.  C. ;  James  J.  Neeley,  M.  D.,  Bolivar,  Tenn. ;  John  M. 
Semple,  M.  D.,  Medical  Lake,  Wash.;  Fred.  W.  Terflinger,  M.  D.,  Logans- 
port,  Ind. ;  David  F.  Weeks,  M.  D.,  Skillman,  N.  J. ;  Tom  A.  Williams, 
M.  D.,  Washington,  D.  C;  William  T.  Wilson,  M.  D.,  Cobourg,  Ont. ; 
Frank  Woodbury,  M.  D.,  Philadelphia,  Pa. ;  Leonard  Stocking,  M.  D., 
Agnews,  Cal. ;  Wilham  W,  Skinner,  M.  D.,  Geneva,  N.  Y. ;  Edward  W. 
Scripture,  M.  D.,  New  York,  N.  Y. ;  William  E.  Ramsey,  M.  D.,  Perth 
Amboy,  N.  J. ;  Henry  M.  Pollock,  M.  D.,  Norwich,  Conn. ;  Clarence  Pier- 
son,  M.  D.,  Jackson,  La. ;  Edward  W.  King,  M.  D.,  Mendocino,  Cal. ;  F. 
W.  Hatch,  M.  D.,  Sacramento,  Cal.;  F.  Clark,  M.  D.,  Stockton,  Cal.;  E. 
Scott  Blair,  M.  D.,  Patton,  Cal. ;  R.  L.  Willis,  M.  D. ;  Lexington,  Ky. 

The  Council  recommends  the  transfer  of  the  following  named  associate 
members  to  the  active  class : 

William  T.  Shanahan,  M.  D.,  Sonyea,  N.  Y. ;  August  Hoch,  M.  D.,  New 
York,  N.  Y. ;  H.  M.  Carey,  M.  D.,  Spring  City,  Pa. ;  Henry  P.  Frost,  M.  D., 
Boston,  Mass. 

The  Council  recommends  that  the  following  named  physicians  be  elected 
to  associate  membership : 

George  F.  Brewster,  M.  D.,  Middletown,  N.  Y. ;  Horace  W.  Eggleston, 
M.  D.,  Binghamton,  N.  Y.;  Alfred  Glascock,  M.  D.,  Washington,  D.  C; 
Alberta  S.  B.  Guibord,  M.  D.,  Westboro,  Mass.;  Carl  J.  Hedin,  M.  D., 
Augusta,  Me.;  S.  C.  Lindsay,  M.  D.,  Independence,  la.;  James  V.  May, 
M.  D.,  Binghamton,  N.  Y. ;  W.  S.  Osborn,  M.  D.,  Pueblo,  Col. ;  Mason  W. 
H.  Pitman,  M.  D.,  Augusta,  Me. ;  Horace  G.  Ripley,  M.  D.,  Taunton,  Mass. ; 
George  H.  Schwinn,  M.  D.,  Washington,  D.  C. 

The  Council  has  received  the  following  applications  for  active  member- 
ship. In  accordance  with  the  constitution,  final  consideration  of  these  will 
be  deferred  until  next  year : 

Robert  S.  Carroll,  M.  D.,  Asheville,  N.  C. ;  George  B.  Gale,  M.  D.,  Butler, 
N.  J.;  Arthur  S.  Hamilton,  M.  D.,  Minneapohs,  Minn.;  D'Orsay  Hecht, 
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M.  D.,  Chicago,  111. ;  Arthur  P.  Herring,  M.  D.,  Baltimore,  Md. ;  Daniel  P. 
Hickling,  M.  D.,  Washington,  D.  C. ;  Ernest  Jones,  M.  D.,  Toronto,  Can.; 
S.  Adolphus  Knopf,  M.  D.,  New  York,  N.  Y. ;  Robert  L.  Richards,  M.  D., 
Washington,  D.  C. ;  Elizabeth  C.  Spencer,  M.  D.,  Norristown,  Pa.;  Roy- 
McLean  Von  Wort,  M.  D.,  New  Orleans,  La.;  George  H.  Riggs,  M.  D., 
Ijamsville,  Md. 

The  changes  in  the  membership  of  the  American  Medico-Psychological 
Association  during  the  past  year  are  as  follows : 

Honorary  Members. 

Former  number 24 

Died I 

Present  number 23 

Active  Members. 

Former  number   309 

Transferred  from  associate 4 

Admitted     17 

— 2.1 

Resigned    5 

Died    9 

—14 
Net  gain  —      7 

Present  number   316 

Associate  Members. 

Former  number   127 

Admitted  25 

—25 

Transferred  to  active 4 

Resigned    4 

Died   ; I 

—  9 
Net  gain  —    16 

Present  number   143 

Total  membership  May  i,  1910 482 

Invitations  were  received  from  the  Board  of  Trade  of  Halifax,  N.  S., 
and  from  the  Chamber  of  Commerce  of  Chattanooga,  Tenn.,  to  hold  the 
next  meeting  of  the  Association  in  the  cities  named. 

A  communication  was  received  from  Amos  W.  Butler,  of  Indianapolis, 
Ind.,  President  of  the  American  Prison  Association,  inviting  this  Associa- 
tio^  to  appoint  a  committee  to  co-operate  with  other  committees  in  con- 
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nection  with  the  International  Prison  Congress  this  fall.     The  Council  by 
vote  authorized  the  President  to  appoint  a  committee  to  act  in  this  capacity. 

A  communication  was  received  from  Charles  Jewett,  M.  D.,  of 
Brooklyn,  N.  Y.,  President  of  the  Medical  Society  of  the  State  of  New 
York,  inviting  the  members  of  this  Association  to  participate  in  the  cele- 
bration of  the  Both  birthday  of  Dr.  Abraham  Jacobi,  at  the  New  York 
Academy  of  Medicine  on  Friday  evening  May  6,  1910.  The  Council 
directed  its  Secretary  to  send  a  telegram  of  congratulations  in  behalf  of 
the  members  of  the  Association  to  Dr.  Jacobi  on  the  date  named. 

The  Council  makes  the  following  recommendations : 

That  the  dues  for  the  ensumg  year  be  fixed  at  the  usual  rate,  viz. :  five 
dollars  for  active  members  and  two  dollars  for  associate  members. 

That  the  Secretary  be  authorized  to  publish  the  transactions  of  this 
meeting. 

That  in  accordance  with  custom  the  Secretary  be  authorized  to  reim- 
burse Prof.  J.  B.  Dresslar  for  his  traveling  and  hotel  expenses. 

Respectfully  submitted, 
Charles  G.  Wagner,  Secretary. 

On  motion,  which  was  duly  seconded,  the  report  of  the  Council 
was  accepted  and  adopted.  The  names  of  physicians  proposed 
for  election  to  come  up  to-morrow  in  regular  course. 

The  President. — We  will  now  hear  the  report  of  the  Treasurer. 
Report  of  Treasurer  1909-1910. 

DEBITS. 

Balance  on  hand  June  i,  1909 $2,728.13 

Dues  from  active  members i»758.75 

Dues  from  associate  members 299.00 

Interest  on  bank  deposits 75-42 

Gummed  lists  of  members 8.50 

Copy   of   Transactions i.oo 

Total    $4,870.80 

CREDITS. 
1909 

June  ID.  B.  D.  Evans,  expenses  of  Prof.  Riley $26.15 

II.  Utica  State  Hospital,  printing  program 71-65 

18.  L.    M.    Farrington,    stenographer,   expenses   at   annual 

meeting  1909 41.09 

July    13.  J.  R.  Heilman,  clerk  office  of  Secretary  1908-1909 11.88 

14.  American  Journal  of  Insanity 100.00 

Sept.  10.  H.  M.  Hurd,  M.  D.,  reimbursing  for  indexing 5.00 

20.  Mrs.  O.  R.  Bacon,  rubber  stamps 2.00 
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Oct   19.  R.  J.  Powers,  postage  stamps $10.00 

2.6.  E.   S.  Graney,  freight 2.30 

26.  A.  J.  Kleitz,  printing  and  stamped  envelopes. 37-50 

28.  Binghamton  Book  Mfg.  Co.,  bill  book 7.00 

28.  Pneumatic  Stamp  Co.,  rubber  stamp .60 

28.  E.  S.  Graney,  freight .75 

28.  A.  J.  Kleitz,  envelopes 11.75 

28.  Charles  Ricksher,  M.  D.,  refund. 3.00 

Nov.  19.  L.  M.  Farrington,  services  as  stenographer,  etc 71.90 

24.  Lord  Baltimore  Press  Co.,  Transactions  1908 881.28 

24.  Lord  Baltimore  Press  Co.,  reprints,  etc 12.24 

Dec.  27.  O.  P.  Chase,  services  in  office  of  Secretary  1909-1910. .  5.00 

1910 

Mar.   9.  L.  M.  Farrington,  postage  for  mailing  Transactions. .. .  85.00 

Mar.  14.  Mersereau     Printery,    printing    preliminary    program 

( 1910)    envelopes,  etc 23.22 

Apr.    6.  E.  S.  Graney,  freight .70 

11.  H.  M.  Hurd,  M.  D.,  reimbursement  for  indexing 5.00 

12.  L.  M.  Farrington,  postage 1.50 

2.2.  Commercial  Envelope  &  Box  Co.,  envelopes 7.57 

26.  Mersereau  Printery,  program  for  annual  meeting  1910. .  65.00 

26.  O.  P.  Chase,  expressage  and  car  fare .70 

26.  R.  J.  Powers,  postage  stamps 22.27 

26.  Postage  stamps  (received  in  payment  for  gummed  lists) 

used  in  conduct  of  business  in  office  of  Secretary- 
Treasurer 3.50 

Checks  in  hand  27.00 

Balance  in  City  National  Bank,  Binghamton,  N.  Y 734-19 

Balance  in  Binghamton  Savings  Bank 1,011.66 

Balance  in  Emigrant  Industrial  Savings  Bank 1,582.40 

Total    $4,870.80 

Charles  G.  Wagner,  Treasurer. 
April  30,  1910. 

On  motion  the  report  of  the  Treasurer  was  referred  to  the 
Auditors. 

The  President. — I  now  call  for  the  report  of  the  Editors  of  the 
American  Journal  of  Insanity. 

Dr.  Brush. — Mr.  President  and  Members  of  the  American  Medico- 
Psychological  Association:  At  the  last  annual  meeting  of  the  Association 
it  was  resolved  that  commencing  with  Volume  LXVI  the  Journal  should 
be  furnished  to  members  of  the  Association  at  the  reduced  rate  of  $3  per 
annum.  A  circular  letter  was  therefore  at  once  prepared  and  mailed  to 
every  member  of  the  Association  requesting  members  who  were  not  already 
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subscribers  to  send  in  their  names  for  our  subscription  list  and  notifying 
old  subscribers  of  the  reduced  rate. 

At  the  same  time  it  was  requested  that  superintendents  of  institutions 
send  an  order  for  the  Journal  for  the  hospital  library  at  the  regular  rate, 
$5  per  annum.  A  gratifying  number  of  new  subscribers  from  the  member- 
ship of  the  Association  was  obtained  and  a  few  new  subscriptions  to  the 
Journal  for  the  libraries  of  various  institutions  came  in  response  to  the 
circular.  Several  of  the  members  of  the  Association  are  still  strangers  to 
our  subscription  list,  and  many  institutions  in  whose  libraries  or  reading 
rooms  the  Journal  should  regularly  appear  do  not  receive  it. 

The  financial  status  of  the  Journal  is  a  comfortable  one.  We  ended 
the  last  year,  as  shown  by  the  financial  report  then  presented  with  a 
balance  of  $951.36,  but  there  were  liabilities  in  the  shape  of  bills  not  pre- 
sented of  $1120,40,  so  that  there  was  really  a  deficit.  These  bills  have  been 
paid,  and  allowing  for  liabilities  on  account  of  bills  for  Vol.  LXVI  we  shall 
have  after  their  payment  a  balance  of  $364.90  to  carry  over  to  Vol.  LXVII 
not  including  $397.08  subscriptions  paid  in  advance  for  Vol.  LXVII.  The 
receipts  from  subscriptions  and  advertisements  have  been  $435.81  more 
than  last  year. 

The  editors  again  take  the  liberty  of  calling  the  attention  of  those  who 
read  papers  at  our  meetings  to  the  rule  of  the  Association  that  papers  pre- 
sented at  our  meetings  are  the  property  of  the  Association  and  cannot  be 
published  except  in  the  Transactions  of  the  Association  or  the  Journal  op 
Insanity  except  by  specific  permission  of  the  Council  of  the  Association. 
The  editors  are  frequently  asked  by  authors  of  papers  for  permission  to 
publish  their  contributions  in  some  medical  journal.  It  should  be  clearly 
understood  that  the  editors  have  no  power  to  grant  such  permission.  It 
would  certainly  appear,  however,  that  having  received  a  courteous  hearing, 
having  been  accorded  a  place  on  the  program  of  our  Association,  authors 
should  give  its  publications  the  opportunity  to  publish  their  papers  before 
offering  them  elsewhere.  This  would  seem  particularly  applicable  to  con- 
tributors of  papers,  not  members  of  the  Association,  who  have  been  given 
a  hearing  at  the  meetings  of  the  Association.  Readers  of  papers  should 
also  place  their  papers  as  soon  as  read  in  the  hands  of  the  Secretary.  It 
would  appear  a  proper  thing  to  establish  a  rule  that  papers  not  received 
by  the  Secretary  or  Managing  Editor  of  the  Journal  within  twenty  days 
of  the  close  of  an  annual  session  should  be  debarred  from  appearing  in 
the  annual  volume  of  Transactions,  and  that  stenographic  reports  of  re- 
marks made  in  discussion  of  papers  or  otherwise  not  returned  to  the 
Secretary,  after  being  sent  out  for  correction,  within  fifteen  days  of  the 
time  of  mailing  by  the  Secretary  would  appear  as  taken  by  the  stenographer 
or  not  at  all,  as  in  the  judgment  of  the  Secretary  seemed  better. 

Delays  in  receiving  manuscript  or  material  sent  out  for  correction  cause 
delays  in  publication  which  are  vexatious  and  sometimes  expensive. 
Respectfully  submitted  for  the  Editorial  Board, 

Edward  N.  Brush. 
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On  motion  the  report  was  accepted  and  the  vouchers  referred  to 
the  Auditors. 

The  President. — I  have  the  honor  of  naming  the  following  to  constitute 
the  Nominating  Committee:  Drs.  M.  L.  Perry,  of  Kansas;  Geo.  A. 
Smith,  of  New  York,  and  A.  T.  Hobbs,  of  Ontario. 

There  will  now  be  a  recess  of  fifteen  minutes  for  the  registration  of 
members. 

The  following  members  registered  and  were  in  attendance  dur- 
ing the  whole  or  a  part  of  the  meeting : 

Abbott,  E.  Stanley,  M.  D.,  Assistant-Physician,  McLean  Hospital, 
Waverley,  Mass. 

Allen,  H.  D.,  M.  D.,  Superintendent  Allen's  Invalid  Home,  Milledge 
ville,  Ga. 

Applegate,  C.  F.,  M.  D.,  Superintendent  Mt.  Pleasant  State  Hospital,  Mt 
Pleasant,  Iowa. 

Arthur,  Daniel  H.,  M,  D.,  Superintendent  State  Homeopathic  Hospital, 
Gowanda,  N.  Y. 

Ashley,  Maurice  C.,  M.  D.,  Superintendent  Middletown  State  Homeo- 
pathic Hospital,  Middletown,  N.  Y. 

Babcock,  James  W.,  M.  D.,  Physician  and  Superintendent  State  Hos- 
pital for  the  Insane,  Columbia,  S.  C. 

Barrett,  Albert  M.,  M.  D.,  Medical  Director  State  Psychopathic  Hospital 
at  the  University  of  Michigan,  Ann  Arbor,  Michigan. 

Becker,  W.  R,  M.  D.,  Trustee  Hospital  for  Insane,  Wauwatosa,  604 
Goldsmith  Building,  Milwaukee,  Wis. 

Behng,  Christopher  C,  M.  D.,  1098  Broad  St.,  Newark,  N.  J. 

Beutler,  W  R,  M.  D.,  Superintendent  for  Chronic  Insane,  Wauwatosa, 
Wis. 

Biddle,  Thomas  C,  M.  D.,  Superintendent  Topeka  State  Hospital, 
Topeka,  Kan. 

Blackburn,  I.  W.,  M.  D.,  Pathologist  to  Government  Hospital  for  Insane, 
Washington,  D.  C. 

Bradley,  Isabel  A,  M.  D.,  Assistant  Physician  Friends'  Asylum,  Frank- 
ford,  Pa. 

Brown,  Sanger,  M.  D.,  Physician-in-Charge  Kenilworth  Sanitarium, 
Kenilworth,  111. 

Brunk,  O.  C,  M.  D.,  Superintendent  Eastern  State  Hospital,  WilHams- 
burg,  Va. 

Brush,  Edward  N.,  M.  D,  Physician-in-Chief  and  Superintendent  Shep- 
pard  and  Enoch  Pratt  Hospital,  Towson,  Baltimore,  Md. 

Bullard',  E.  L.,  M.  D.,  Superintendent  Chestnut  Lodge  Sanitarium,  Rock- 
ville,  Md. 

Burgess,  T.  J.  W.,  M.  D.,  Superintendent  Protestant  Hospital  for  In- 
sane, Montreal,  Can. 
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Burr,  C  B.,  M.  D.,  Medical  Director  Oak  Grove  Hospital,  Flint,  Mich. 

Calder,  D.  H.,  M.  D,  Superintendent  State  Mental  Hospital,  Provo, 
Utah. 

Campbell,  C.  Macfie,  M.  D.,  Associate  in  Clinical  Psychiatry,  Psychiatric 
Institute  of  the  New  York  State  Hospitals,  Ward's  Island,  New  York, 
N.  Y. 

Caples,  Byron  M.,  M.  D,,  Superintendent  Waukesha  Springs  Sanitarium, 
Waukesha,  Wis. 

Chase,  Robert  H.,  M.  D.,  Superintendent  Friends'  Asylum,  Frankford, 
Philadelphia,  Pa. 

Chapin,  John  B.,  M.  D.,  Physician  and  Superintendent,  Pennsylvania 
Hospital  for  the  Insane,  Philadelphia,  Pa. 

Clark,  J.  Clement,  M.  D.,  Superintendent  Springfield  State  Hospital, 
Sykesville,  Md. 

Coe,  Henry  Waldo,  M.  D.,  Director  Crystal  Springs,  Portland,  Oregon. 

Coggins,  Jesse  C,  M.  D.,  Medical  Director  The  Laurel  Sanitarium, 
Laurel,  Md. 

Cook,  Robert  G.,  M.  D.,  Physician-in-Charge  Brigham  Hall,  Canan- 
daigua,  N.  Y. 

Coriat,  Isador  H.,  M.  D.,  Second  Assistant-Physician  for  Nervous 
Diseases,  Boston  City  Hospital,  440  Newbury  St.,  Boston,  Mass. 

Cotton,  Henry  A.,  M.  D.,  Medical  Director  New  Jersey  State  Hospital, 
Trenton,  N.  J. 

Crittenden,  Samuel  W.,  M.  D.,  Assistant-Superintendent  Boston  State 
Hospital,  Dorchester  Center,  Boston,  Mass. 

Crumbacker,  W.  P.,  M.  D.,  Superintendent  Independence  State  Hospital, 
Independence,  Iowa. 

Dill,  Daniel  M.,  M.  D.,  Superintendent  Essex  County,  New  Jersey,  Hos- 
pital for  the  Insane,  Cedar  Grove,  N.  J. 

Dold,  Wm.  Elliott,  M.  D.,  Physician-in-Charge  River  Crest  Sanitarium 
Astoria,  L.  I.,  New  York,  N.  Y. 

Drewry,  Wm.  F.,  M.  D.,  Superintendent  Central  State  Hospital,  Peters- 
burg, Va. 

Dunton,  Wm.  Rush,  Jr.,  M.  D.,  Assistant-Physician  Sheppard  and  Enoch 
Pratt  Hospital,  Towson,  Md. 

Elliott,  Robert  M.,  M.  D.,  Superintendent  Willard  State  Hospital,  Wil- 
lard,  N.  Y. 

English,  Walter  M.,  Superintendent  Hospital  for  Insane,  Hamilton, 
Ontario,  Canada. 

Evans,  Britton  D.,  M.  D.,  Medical  Director  New  Jersey  State  Hospital, 
Morris  Plains,  Greystone  Park,  N.  J. 

Eyman,  Henry  C,  M.  D.,  Superintendent  Massillon  State  Hospital, 
Massillon,  Ohio. 

Faison,  W.  W.,  M.  D.,  Superintendent  State  Hospital,  Goldsboro,  N.  C 

Flint,  Austin,  M.  D.,  Consulting  Physician  Manhattan  State  Hospital, 
118  E.  19th  St.,  New  York,  N.  Y. 
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Franz,  Shepard  I.,  Ph.  D.,  Scientific  Director  Government  Hospital  for 
Insane,  Washington,  D.  C. 

Funkhouser,  Edgar  B.,  M.  D.,  Assistant-Physician  State  Hospital,  Tren- 
ton, N.  J. 

Garlick,  James  H.,  M.  D.,  Assistant-Physician  Western  State  Hospital, 
Staunton,  Va. 

Glascock,  Alfred,  M.  D.,  Assistant-Physician  Government  Hospital  for 
the  Insane,  Washington,  D.  C. 

Gorst,  Charles,  M.  D.,  Superintendent  State  Hospital  for  Insane,  Men- 
dota.  Wis. 

Gundry,  Richard  F.,  M.  D.,  Medical  Director  and  Proprietor  The  Rich- 
ard Gundry  Home,  Harlem  Lodge,  Catonsville,  Md. 

Guth,  Morris  S.,  M.  D.,  Superintendent  and  Physician-in-Chief  State 
Hospital,  Warren,  Pa. 

Hammond,  F.  S.,  M.  D.,  Assistant-Physician  and  Pathologist  New 
Jersey  State  Hospital,  Trenton,  N.  J. 

Hammond,  Graeme  M.,  M.  D.,  Professor  Mental  Diseases,  Post-graduate 
Hospital  School  and  Hospital,  60  W.  55th  St.,  New  York,  N.  Y. 

Hancker,  Wm.  H.,  M.  D.,  Superintendent  Delaware  State  Hospital, 
Farnhurst,  Del. 

Harmon,  F.  W.,  M.  D.,  Superintendent  Longview  Hospital,  Cincinnati, 
Ohio. 

Hattie,  W.  H.,  M.  D.,  Superintendent  Nova  Scotia  Hospital,  Halifax, 
N.  S. 

Hawke,  W.  W.,  M.  D.,  Chief  Resident  Physician  Philadelphia  Hospital 
for  the  Insane,  Philadelphia,  Pa. 

Hill,  Charles  G.,  M.  D.,  Physician-in-Chief  Mt.  Hope  Retreat,  Balti- 
more, Md. 

Hills,  Frederick  L.,  M.  D.,  Superintendent  State  Sanitarium,  Rutland, 
Mass. 

Hobbs,  A.  T.,  M.  D.,  Superintendent  Homewood  Sanitarium,  Guelph, 
Ont. 

Hoch,  August,  M.  D.,  Director  Psychiatric  Institute,  New  York  State 
Hospitals,  Ward's  Island,  New  York,  N.  Y. 

Houston,  John  A.,  M.  D.,  Superintendent  Northampton  State  Hospital, 
Northampton,  Mass. 

Howard,  Eugene  H.,  M.  D.,  Superintendent  Rochester  State  Hospital, 
Rochester,  N.  Y. 

Hunt,  Presley  C,  M.  D.,  Alienist  Corporation  Council,  1815  M  St., 
Washington,  D.  C. 

Hurd,  Arthur  W.,  M.  D.,  Superintendent  Buffalo  State  Hospital,  Buffalo, 
N.  Y. 

Hurd',  Henry  M.,  M.  D.,  Superintendent  The  Johns  Hopkins  Hospital, 
Baltimore,  Md. 

Hutchings,  Richard  H.,  M.  D.,  Superintendent  St.  Lawrence  State  Hos- 
pital, Ogdensburg,  N.  Y. 
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Inch,  G.  F.,  M.  D.,  First  Assistant-Physician  State  Hospital,  Kalamazoo, 
Mich. 

Jones,  L,  M.,  M.  D.,  Superintendent  Georgia  State  Sanitarium,  Mill- 
edgeville,  Ga. 

Kieb,  Raymond  F.  C,  M.  D.,  Assistant-Physician  Matteawan  State  Hos- 
pital, Fishkill-on-Hudson,  N.  Y. 

Kindred,  J.  Joseph,  M.  D.,  Proprietor  River  Crest  Sanitarium,  Astoria, 
L.  I.,  New  York,  N.  Y. 

King,  Geo.  W.,  M.  D.,  Superintendent  and  Medical  Director  Hudson 
County  Hospital,  Secaucus,  N.  J. 

Kinney,  C.  Spencer,  M.  D.,  Proprietor  Easton  Sanitarium,  Easton,  Pa. 

Kirby,  George  H.,  M.  D.,  Director  Clinical  Psychiatry  Manhattan  State 
Hospital,  Ward's  Island,  New  York,  N.  Y. 

Lamb,  Robert  B,,  M.  D.,  Superintendent  Matteawan  State  Hospital, 
Fishkill-on-Hudson,  N.  Y. 

Lane,  Edward  B.,  M.  D.,  Resident  Physician  Adams  Nervine  Asylum, 
419  Boylston  St.,  Boston,  Mass. 

Laughlin,  C.  E.,  Superintendent  Southern  Indiana  Hospital  for  Insane, 
Evansville,  Ind. 

Lewis,  J.  M.,  M.  D.,  436  Rose  Building,  Cleveland,  Ohio. 

Mabon,  William,  M.  D.,  Superintendent  and  Medical  Director  Man- 
hattan State  Hospital,  Ward's  Island,  New  York,  N.  Y. 

MacDonald,  Carlos  F.,  M.  D.,  Physician-in-Charge  Dr.  MacDonald's 
Home,  15   E.  48th  St.,  New  York,  N.  Y. 

McCampbell,  John,  M.  D.,  Superintendent  State  Hospital,  Morganton, 
N.  C. 

Meredith,  H.  B.,  M.  D.,  Physician  and  Superintendent  State  Hospital 
for  the  Insane,  Danville,  Pa. 

Meyer,  Adolf,  M.  D.,  Professor  of  Psychiatry,  Johns  Hopkins  Uni- 
versity, Baltimore,  Md. 

Miller,  Henry  W.,  M.  D.,  Clinical  Director  Government  Hospital  for 
Insane,  Washington,  D.  C 

Munson,  J.  F.,  M.  D.,  Resident  Pathologist  Craig  Colony  for  Epileptics, 
Sonyea,  N.  Y. 

North,  Charles  H.,  M.  D.,  Superintendent  Dannemora  State  Hospital, 
Dannemora,  N.  Y. 

Noyes,  William,  M.  D.,  11  St.  John  St.,  Jamaica  Plain,  Mass. 

O'Malley,  Mary,  M.  D,,  Senior  Assistant-Physician  Government  Hos- 
pital for  Insane,  Washington,  D.  C. 

Orth,  H.  L.,  M.  D.,  Superintendent  and  Physician  Pennsylvania  State 
Lunatic  Hospital,  Harrisburg,  Pa. 

Page,  Charles  W.,  M.  D.,  Physician  and  Superintendent  Danvers  State 
Hospital,  Hathorne,  Mass. 

Palmer,  H.  L.,  M.  D.,  Superintendent  Utica  State  Hospital,  Utica,  N.  Y. 

Perry,  Middleton  L,,  M.  D.,  Superintendent  Kansas  State  Hospital  for 
Epileptics,  Parsons,  Kan. 
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Pilgrim,  Charles  W.,  M.  D.,  Superintendent  Hudson  River  State  Hos- 
pital, Poughkeepsie,  N.  Y. 

Priddy,  A.  S.,  M.  D.,  Executive  Officer  Virginia  State  Epileptic  Colony, 
Lynchburg,  Va. 

Prout,  Thomas  P.,  M.  D.,  Fair  Oaks  Sanatorium,  Summit,  N.  J. 

Punton,  John,  M.  D.,  Superintendent  The  Punton  Sanitarium,  Kansas 
City,  Mo. 

Richardson,  Wm.  W.,  M.  D.,  Chief  Physician,  Department  for  Men, 
State  Hospital  for  Insane,  Norristown,  Pa. 

Ripley,  Horace  G.,  M.  D.,  First  Assistant-Physician  Taunton  State 
Hospital,  Taunton,  Mass. 

Robins,  Wm.  L.,  M.  D.,  1700  13th  St.  N.  W.,  Washington,  D.  C. 

Robinson,  W.  J.,  M.  D.,  Superintendent  Hospital  for  Insane,  London, 
Ont. 

Rosanoff,  A.  J.,  M.  D.,  Second  Assistant-Physician,  Kings  Park  State 
Hospital,  Kings  Park,  N.  Y. 

Ross,  Donald  L.,  M.  D.,  Assistant-Physician  Kings  Park  State  Hospital, 
Kings  Park,  N.  Y. 

Russell,  Wm.  L.,  M.  D.,  Superintendent  Long  Island  State  Hospital, 
Brooklyn,  N.  Y. 

Sandy,  William  C,  M.  D.,  Assistant-Physician  State  Hospital,  Trenton, 
N.J. 

Scribner,  E.  V.,  M.  D.,  Superintendent  Worcester  State  Asylum  Wor- 
cester, Mass. 

Searcy,  James  T.,  M.  D.,  Superintendent  Alabama  Insane  Hospitals, 
Tuscaloosa,  Ala. 

Searl,  Wm.  A.,  M.  D.,  Medical  Director  Fair  Oaks  Villa,  Cuyahoga 
Falls,  Ohio. 

Shanahan,  William  T.,  M.  D.,  Superintendent  Craig  Colony  for  Epilep- 
tics, Sonyea,  N.  Y. 

Simpson,  John  C,  M.  D.,  1421  Massachusetts  Ave.,  Washington,  D.  C. 

Smith,  Geo.  A.,  M.  D.,  Superintendent  and  Medical  Director  Central 
Islip  State  Hospital,  Central  Islip,  N.  Y. 

Smith,  Samuel  E.,  M.  D.,  Superintendent  Eastern  Indiana  Hospital  for 
the  Insane,  "  Easthaven,"  Richmond,  Ind. 

Southard,  Elmer  E.,  M.  D.,  Pathologist  to  the  Board  of  Insanity,  36 
State  House,  Boston,  Mass. 

Taylor,  Isaac  M.,  M.  D.,  Superintendent  and  Resident  Physician  Broad- 
oaks  Sanatorium^  Morganton,  N.  C. 

Terflinger,  Fred.  W.,  M.  D.,  Superintendent  Northern  Hospital  for  In- 
sane, "Longcliff,"  Logansport,  Ind. 

Tuttle,  George  T.,  M.  D.,  Superintendent  McLean  Hospital,  Waverley, 
Mass. 

Uhls,  L.  L.,  M.  D.,  Superintendent  Osawatomie  State  Hospital,  Osawato- 
mie,  Kansas. 

Upson,  Henry  S.,  M.  D.,  Visiting  Neurologist  Lakeside  Hospital,  515 
New  England  Building,  Cleveland,  Ohio. 
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Wade,  J.  Percy,  M.  D.,  Superintendent  Maryland  Hospital  Catonsville, 
Md. 

Wagner,  Charles  G.,  M.  D,,  Superintendent  Binghamton  State  Hospital, 
Binghamton,  N.  Y. 

Walker,  Lewis  M.,  M.  D.,  First  Assistant-Physician  Medfield  State 
Asylum,  Medfield',  Mass. 

White,  Grace  E.,  M.  D.,  Wood  Lea  Sanitarium,  Ardmore,  Pa. 

White,  M.  J.,  M.  D.,  Superintendent  Milwaukee  Hospital  for  Insane, 
Wauwatosa,  Wis. 

White,  Wm.  A.,  M.  D.,  Superintendent  Government  Hospital  for  the 
Insane,  Washington,  D.  C. 

White,  W.  Rushmore,  M.  D.,  Superintendent  Patapsco  Manor  Sani- 
tarium, Ellicott  City,  Md. 

Williams,  Tom  A.,  M.  D.,  Neurologist  to  Epiphany  Free  Dispensary, 
1758  K  St.,  Washington,  D.  C. 

Work,  Hubert,  M.  D.,  Superintendent  Woodcroft  Hospital,  Pueblo,  Col. 

The  following  visitors  and  guests  of  the  Association  registered 
their  names  with  the  Secretary: 

Anderson,  Miss  Olivia,  Rockville,  Md. 

Applegate,  Mrs.  C.  F.,  Mt.  Pleasant,  Iowa. 

Arthur,  Mrs.  D.  H.,  Gowanda,  N.  Y. 

Atherton,  Horace  H.,  East  Saugus,  Mass. 

Atherton,  Mrs.  H.  H.,  East  Saugus,  Mass. 

Ashley,  Mrs.  M.  C,  Middletown,  N.  Y. 

Beutler,  Mrs.  W.  F.  Wauwatosa,  Wis. 

Bullard',  Mrs.  E.  L.,  Rockville,  Md. 

Busse,  E.  P.,  M.  D.,  Superintendent  Southeastern  Indiana  Hospital  for 
the  Insane,  Madison,  Ind. 

Caples,  Mrs.  B.  M.,  Waukesha,  Wis. 

Conant,  Mary  C,  M.  D.,  Pathologist  Warren  State  Hospital,  Warren, 
Pa. 

Dresslar,  Fletcher  Bascom,  University,  Alabama. 

Drewry,   Mrs.  W.   F.,   Petersburg,  Va. 

English,  Mrs.  E.  M.,  Hamilton,  Ontario,  Canada. 

Field,  H.  P.,  Northampton,  Mass. 

Field,  J.  W.,  M.  D.,  Assistant-Physician  Western  State  Hospital, 
Staunton,  Va. 

Fordyce,  O.  O.,  M.  D.,  Superintendent  Athens  State  Hospital,  Athens, 
Ohio. 

Gorst,  Mrs.  Charles,  Mendota,  Wis. 

Gundry,  Miss  Grace,  Catonsville,  Md. 

Guth,  Mrs.  Morris  S.,  Warren,  Pa. 

Hattie,  Mrs.  W.  H.,  Halifax,  N.  S. 

Kindred',  Mrs.  J.  Joseph,  Astoria,  L.  I.,  New  York,  N.  Y. 

Laughlin,  Mrs.  C.  E.,  Evansville,  Ind. 

Laughlin,  Miss  Genevieve,  Evansville,  Ind. 
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MacDonald,  Miss  Elizabeth  H.,  Central  Valley,  N.  Y. 

Reid,  Eva  Charlotte,  M.  D.,  Junior  Assistant-Physician  Government 
Hospital  for  the  Insane,  Washington,  D.  C. 

Richards,  Robert  L.,  M.  D.,  Captain  Medical  Corps  United  States  Army, 
Washington,  D.  C. 

Riggs,  George  H.,  M.  D.,  Superintendent  Riggs  Cottage,  Ijamsville,  Md. 

Scribner,  Mrs.  E.  V.,  Worcester,  Mass. 

Spencer,  Elizabeth  C,  M.  D.,  Resident  Physician  Department  for 
Women,  State  Hospital,  Norristown,  Pa. 

Williams,  H.  L.,  Trustee  Northampton  State  Hospital,  Northampton, 
Mass. 

The  President. — The  meeting  will  come  to  order.  In  accordance  with 
our  custom  in  recent  years  the  next  in  order  is  the  memorial  notices  of 
members  who  have  died  since  our  last  meeting.  W^hat  is  the  pleasure  of 
the  Association? 

Dr.  Hancker. — I  move  that  the  memorial  notices  of  Patrick  L.  Murphy, 
M.  D.,  B.  D.  Eastman,  M.  D.,  William  C.  Krauss,  M.  D.,  W.  A.  Gordon, 
M.  D.,  Maurice  J.  Stack,  M.  D.,  Oliver  M.  Dewing,  M.  D.,  John  A.  Beau- 
champ,  M.  D.,  be  read  by  title  and  printed  in  the  Transactions. 

Which  motion  was  duly  seconded  and  carried. 

The  President. — I  would  ask  Dr.  Pilgrim  to  take  the  Chair  at  this  time. 

Dr.  Pilgrim  (Presiding). — tThe  next  business  in  order  is  the  address  by 
the  President  of  the  Association,  Dr.  Drewry. 

The  President  of  the  Association,  Dr.  WilHam  Francis  Drewry, 
read  his  address,  ''  The  Scope  of  the  Activities  of  the  Alienist," 
which  was  greeted  with  applause. 

Dr.  Pilgrim. — It  is  not  permissible  to  discuss  the  President's  address, 
but  I  am  sure  a  vote  of  thanks  is  at  least  due  him. 

Dr.  Brush. — I  am  very  happy  to  move  that  a  vote  of  thanks  be  extended 
to  the  President  of  the  Association,  and  that  the  recommendations  con- 
tained in  his  address  be  referred  to  the  Council. 

This  motion  unanimously  prevailed. 

The  President. — I  wish  to  announce  that  the  meeting  of  the  Congress 
this  afternoon  will  be  called  to  order  at  two-thirty  o'clock  in  the  Con- 
vention Hall  of  the  Arlington  Hotel  and  that  the  subject  to  be  considered 
is  "  Artificial  Immunization."  This  evening  at  eight-thirty  o'clock,  in  the 
same  hall,  Dr.  Edward  L.  Trudeau,  President  of  the  Congress,  will  de- 
liver his  address,  "  The  Value  of  Optimism  in  Medicine." 

On  motion  the  meeting  adjourned. 
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Wednesday,  May  4,  1910,  10  a.  m. 

The  President. — The  Council  has  not  met  since  our  session  yesterday, 
therefore  there  is  no  report,  so  the  first  order  of  business  this  morning  is 
the  election  of  members,  active  and  associate.  The  ballots  containing  the 
names  of  applicants  that  have  already  been  approved  by  the  Council 
will  now  be  distributed.  Drs.  I.  M.  Taylor  and  F.  W.  Harmon  will  please 
distribute  the  ballots  and  act  as  tellers. 

Dr.  White. — I  move  that  a  ballot  be  taken  on  the  candidates  for  active 
and  associate  membership  at  the  same  time. 

Which  motion  was  duly  seconded  and  carried. 

Dr.  H.  M.  Hurd. — The  ballot  I  have  contains  the  name  of  "King, 
M.  D."    Now  I  do  not  care  to  vote  for  a  man  whose  name  I  do  not  know. 

Dr.  Pilgrim. — I  would  like  to  say  that  last  year  Dr.  Stone  said  that 
several  changes  had  been  made  in  the  superintendents  of  the  different  in- 
stitutions and  that  he  would  like  to  present  the  names  of  those  representing 
California,  and'  he  assured  the  Council  that  Dr.  King  was  all  right. 

The  President. — The  gentlemen  whose  names  appear  on  the  ballot  have 
received  all  the  votes  cast,  and  it  gives  me  pleasure  to  announce  their  elec- 
tion to  membership  in  the  Association. 

The  President. — Any  unfinished  business  will  now  be  considered.  The 
Chair  will  call  upon  Dr.  Wm.  A.  White  to  present  the  report  of  the  Com- 
mittee on  Legislation  and  Emigration. 

Dr.  Wm.  A.  White. — The  Committee  on  Legislation  and  Emigration 
was  appointed  for  the  purpose  of  doing  what  it  could  to  co-operate  with 
the  special  committee  for  the  furtherance  of  the  passage  of  a  bill  that  was 
pending  before  the  House  to  deport  aliens  who  had  committed  crimes  in 
their  native  countries.  After  the  first  year  there  was  a  committee  ap- 
pointed by  Congress  to  investigate  the  same  thing.  We  were  continued 
and  I  have  been  in  constant  communication  with  Mr.  Bennett,  who  is  the 
father  of  the  House  bill.  I  have  the  pleasure  to  report  that  two  bills  were 
introduced  by  Mr.  Bennett,  one  for  the  deportation  of  criminal  aliens  and 
the  other  for  the  regulation  of  the  white  slave  traffic.  The  former  passed 
the  House  and  then  passed  the  Senate  with  some  amendments.  The  other 
passed  the  House  and  the  Senate  and  the  bill  was  signed  by  the  Presi- 
dent on  March  26,  1910.  That  bill  contains  substantially  all  the  restric- 
tion on  criminal  aliens  that  was  approved  by  this  Association.  I  transmit 
herewith  a  copy  of  the  bill  for  introduction  into  the  records. 
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PUBLIC— NO.  107.    H.  R.  15816. 

An  Act  to  Amend  an  Act  Entitled  "  An  Act  to  Regulate  the  Immi- 
gration OF  Aliens  into  the  United  States,"  Approved  February 
Twentieth,  Nineteen  Hundred  and  Seven. 

Be  it  enacted  by  the  Senate  and  House  of  Representatives  of  the  United 
States  of  America  in  Congress  assembled,  That  section  two  of  the  Act  en- 
titled "An  Act  to  regulate  the  immigration  of  aliens  into  the  United 
States,"  approved  February  twentieth,  nineteen  hundred'  and  seven,  is 
hereby  amended  so  as  to  read  as  follows : 

"  Section  2.  That  the  following  classes  of  aliens  shall  be  excluded 
from  admission  into  the  United  States:  All  idiots,  imbeciles,  feeble- 
minded persons,  epileptics,  insane  persons,  and  persons  who  have  been 
insane  within  five  years  previous;  persons  who  have  had  two  or  more 
attacks  of  insanity  at  any  time  previously;  paupers;  persons  likely  to  be- 
come a  public  charge;  professional  beggars;  persons  afflicted  with  tuber- 
culosis or  with  a  loathsome  or  dangerous  contagious  disease;  persons  not 
comprehended  within  any  of  the  foregoing  excluded  classes  who  are 
found  to  be  and  are  certified  by  the  examining  surgeon  as  being  men- 
tally or  physically  defective,  such  mental  or  physical  defect  being  of  a 
nature  which  may  affect  the  ability  of  such  alien  to  earn  a  living;  persons 
who  have  been  convicted  of  or  admit  having  committed  a  felony  or  other 
crime  or  misdemeanor  involving  moral  turpitude;  polygamists,  or  persons 
who  admit  their  belief  in  the  practice  of  polygamy;  anarchists  or  persons 
who  believe  in  or  advocate  the  overthrow  by  force  or  violence  of  the  gov- 
ernment of  the  United  States,  or  of  all  government,  or  of  all  forme  of  law, 
or  the  assassination  of  public  officials ;  prostitutes,  or  women  or  girls  com- 
ing into  the  United  States  for  the  purpose  of  prostitution  or  for  any  other 
immoral  purpose;  persons  who  are  supported  by  or  receive  in  whole  or  in 
part  the  proceeds  of  prostitution;  persons  who  procure  or  attempt  to 
bring  in  prostitutes  or  women  or  girls  for  the  purpose  of  prostitution  or 
for  any  other  immoral  purpose ;  persons  hereinafter  called  contract  laborers 
who  have  been  induced  or  solicited  to  migrate  to  this  country  by  offers 
or  promises  of  employment  or  in  consequence  of  agreements,  oral,  written 
or  printed,  expressed  or  implied,  to  perform  labor  in  this  country  of  any 
kind,  skilled  or  unskilled;  those  who  have  been,  within  one  year  from  the 
date  of  application  for  admission  to  the  United  States,  deported  as  having 
been  induced  or  solicited  to  migrate  as  above  described ;  any  person  whose 
ticket  or  passage  is  paid  for  with  the  money  of  another,  or  who  is  as- 
sisted' by  others  to  come,  unless  it  is  affirmatively  and  satisfactorily  shown 
that  such  person  does  not  belong  to  one  of  the  foregoing  excluded  classes 
and  that  said  ticket  or  passage  was  not  paid  for  by  any  corporation,  asso- 
ciation, society,  municipality,  or  foreign  government,  either  directly  or  in- 
directly; all  children  under  sixteen  years  of  age  unaccompanied  by  one  or 
both  of  their  parents,  at  the  discretion  of  the  Secretary  of  Commerce  and 
Labor  or  under  such  regulations  as  he  may  from  time  to  time  prescribe: 
Provided,  That  nothing  in  this  Act  shall  exclude,  if  otherwise  admissible, 
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persons  convicted'  of  an  offense  purely  political,  not  involving  moral  turpi- 
tude :  Provided  further,  That  the  provisions  of  this  section  relating  to  the 
payments  for  tickets  or  passage  by  any  corporation,  association,  society, 
municipality,  or  foreign  government  shall  not  apply  to  the  tickets  or  pass- 
age of  aliens  in  immediate  and  continuous  transit  through  the  United 
States  to  foreign  contiguous  territory:  And  provided  further,  That  skilled 
labor  may  be  imported  if  labor  of  like  kind  unemployed  cannot  be  found 
in  this  country:  And  provided  further.  That  the  provisions  of  this  law 
applicable  to  contract  labor  shall  not  be  held  to  exclude  professional 
actors,  artists,  lecturers,  singers,  ministers  of  any  religious  denomination, 
professors  for  colleges  or  seminaries,  persons  belonging  to  any  recognized 
learned  profession,  or  persons  employed  strictly  as  personal  or  domestic 
servants." 

Sec.  2.  That  section  three  of  an  Act  entitled  "  An  Act  to  regulate  the 
immigration  of  aliens  into  the  United  States,"  approved  February 
twentieth,  nineteen  hundred  and  seven,  is  hereby  amended  so  as  to  read  as 
follows : 

"  Sec.  3.  That  the  importation  into  the  United  States  of  any  alien  for 
the  purpose  of  prostitution  or  for  any  other  immoral  purpose  is  hereby  for- 
bidden; and'  whoever  shall,  directly  or  indirectly,  import,  or  attempt  to 
import,  into  the  United'  States,  any  alien  for  the  purpose  of  prostitution 
or  for  any  other  immoral  purpose,  or  whoever  shall  hold  or  attempt  to 
hold  any  alien  for  any  such  purpose  in  pursuance  of  such  illegal  importa- 
tion, or  whoever  shall  keep,  maintain,  control,  support,  employ,  or  harbor 
in  any  house  or  other  place,  for  the  purpose  of  prostitution  or  for  any 
other  immoral  purpose,  in  pursuance  of  such  illegal  importation,  any 
alien,  shall,  in  every  such  case,  be  deemed  guilty  of  a  felony,  and  on  con- 
viction thereof  be  imprisoned  not  more  than  ten  years  and  pay  a  fine  of 
not  more  than  five  thousand  dollars.  Jurisdiction  for  the  trial  and  punish- 
ment of  the  felonies  hereinbefore  set  forth  shall  be  in  any  district  to  or 
into  which  said  alien  is  brought  in  pursuance  of  said  importation  by  the 
person  or  persons  accused,  or  in  any  district  in  which  a  violation  of  any 
of  the  foregoing  provisions  of  this  section  occur.  Any  alien  who  shall  be 
found  an  inmate  of,  or  connected  with  the  management  of,  a  house  of 
prostitution  or  practicing  prostitution  after  such  alien  shall  have  en- 
tered the  United  States;  or  who  shall  receive,  share  in,  or  derive 
benefit  from  any  part  of  the  earnings  of  any  prostitute;  or  who  is 
employed  by,  in,  or  in  connection  with  any  house  of  prostitution  or 
music  or  dance  hall  or  other  place  of  amusement  or  resort  habitually  fre- 
quented by  prostitutes,  or  where  prostitutes  gather;  or  who  in  any  way 
assists,  protects,  or  promises  to  protect  from  arrest  any  prostitute,  shall 
be  deemed  to  be  unlawfully  within  the  United  States  and  shall  be  de- 
ported in  the  manner  provided  by  sections  twenty  and  twenty-one  of  this 
Act.  That  any  alien  who  shall,  after  he  has  been  debarred  or  deported  in 
pursuance  of  the  provisions  of  this  section,  attempt  thereafter  to  return 
to  or  to  enter  the  United  States  shall  be  deemed  guilty  of  a  misdemeanor, 
and  shall  be  imprisoned  for  not  more  than  two  years.    Any  alien  who  shall 
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be  convicted  under  any  of  the  provisions  of  this  section  shall,  at  the  ex- 
piration of  his  sentence,  be  taken  into  custody  and  returned  to  the  country 
whence  he  came,  or  of  which  he  is  a  subject  or  a  citizen,  in  the  manner 
provided  in  sections  twenty  and  twenty-one  of  this  Act.  In  all  prosecu- 
tions under  this  section  the  testimony  of  a  husband  or  wife  shall  be  ad- 
missible and  competent  evidence  against  a  wife  or  husband." 
Approved,  March  26,  1910. 

Dr.  H.  M,  Hurd. — I  move  the  report  of  the  committee  be  accepted  and 
the  committee  discharged. 

Which  motion  was  duly  seconded  and  carried. 

The  President. — The  report  of  the  Committee  on  Expert  Testimony, 
Dr.  Stedman. 

Dr.  Stedman,  Chairman  of  the  committee,  presented  the  report, 
which  has  been  printed  in  the  American  Journal  of  Insanity, 
Vol.  LXVII,  pp.  177-186,  July,  1910.  Also  on  page  143  Trans- 
actions. 

The  President. — Gentlemen  you  have  heard  the  report  of  the  Committee 
on  Expert  Testimony.     What  is  your  pleasure? 

Dr.  Hill. — I  move  that  we  accept  the  report  with  thanks  to  the  com- 
mittee for  their  labors. 

Dr.  Pilgrim. — In  view  of  the  great  importance  of  the  report  and  of  the 
general  interest  in  the  subject  of  expert  testimony  I  would  like  to  suggest 
that  the  committee  be  instructed  to  make  this  report  public  not  only 
through  the  medical  press  but  through  the  public  press.  It  should  have 
wide  dissemination  as  soon  as  possible. 

Dr.  Burr. — It  is  necessary  to  adopt  it  and  then  promulgate  it  as  the 
expression  of  this  society. 

Dr.  Evans. — The  gentlemen  on  this  testimony  committee  have  gone  into 
this  subject  thoroughly  and  have  treated  it  exhaustively  but  I  venture 
to  say  here  that  there  are  not  ten  men  back  of  these  front  seats  who  can 
repeat  to  you  with  definiteness  any  four  numbers  or  parts  of  the  reso- 
lutions. I  am  not  taking  exception  to  the  resolutions.  I  have  not  time  to 
discuss  them.  When  you  adopt  or  commit  yourselves  to  such  a  set  of  reso- 
lutions, so  exhaustive  as  these,  it  should  be  done  after  due  deliberation. 
I  heartily  approve  of  Dr.  Hill's  motion  to  accept  them,  but  to  adopt  them 
and  make  them  the  conviction  and  sense  of  this  Association,  I  believe  not 
to  be  prudent.  I,  for  one,  do  not  fully  know  what  I  am  voting  on.  I  do 
have  in  mind  the  principal  features  of  about  three  of  the  resolutions,  the 
rest  of  them  I  do  not  clearly  understand.  I  have  no  doubt  they  are  all 
excellent  and  I  am  sure  from  the  mental  make-up  of  the  committee  that 
the   resolutions   are   worthy  of   our   consideration  and   discussion,  but   a 
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hasty  adoption  of  them  by  such  a  large  organization  as  this,  and  the  un- 
qualified indorsement  of  such  important  matters  to  which  the  society  has 
not  had  proper  and  deliberate  access,  thus  committing  each  individual 
member,  I  think  would  be  unwise  action,  I  think  the  safer  course  for  us 
to  take  is  to  accept  the  resolutions  and  extend  the  thanks  of  the  society 
to  the  members  of  the  committee  who  have  worked  so  well. 

Dr.  Mabon. — It  seems  to  me  that  in  accepting  the  report  we  are  not 
taking  action.  The  presentation  of  the  report  seems  to  me  to  call  for 
action.  We  should  take  up  the  work  done  section  by  section,  if  necessary, 
and  then  adopt  or  reject  them. 

Dr.  Coriat. — I  think  so  exhaustive  and  so  important  a  report  should  not 
be  hastily  adopted.  I  believe  the  society  should  have  more  time  to  weigh 
all  the  facts.  I  think  that  this  exhaustive  report  should  be  printed  and  a 
copy  sent  to  each  member,  and  at  some  time  next  year  at  the  next  meet- 
ing, the  members  should  come  prepared  to  discuss  the  report  on  a  certain 
day  set  apart  for  the  purpose  and  the  stating  of  the  society's  attitude 
toward  the  subject  of  expert  testimony. 

Dr.  Hill. — The  report,  the  resolutions,  are  so  thorough  and  exhaustive 
that  we  want  time  to  consider  them  before  adopting  them  absolutely. 
The  report  should  be  printed  and  laid  before  us.  We  have  from  now 
until  our  next  meeting  to  consider  it.  We  would  have  to  set  apart  a 
certain  day  to  discuss  it.  I  therefore  accept  the  suggestion  as  a  substi- 
tute for  my  motion. 

The  President. — Do  you  offer  your  remarks  as  a  motion,  Dr.  Coriat? 

Dr.  Coriat. — I  will. 

The  President. — Dr.  Stedman,  have  you  anything  to  offer? 

Dr.  Stedman. — Nothing  except  that  we  have  worked  very  hard  and  a 
long  time  and  had  meetings  of  the  committee  and  this  is  the  result  of  our 
labors  and  I  leave  to  the  Association  to  decide  what  steps  to  take  on  the 
report. 

The  President. — The  motion  is  to  accept  the  report,  that  it  be  printed 
and  distributed  to  the  members  and  action  taken  at  the  next  annual 
meeting. 

Dr.  Southard. — Do  I  understand  that  the  committee  is  maintained  until 
next  year? 

The  President. — I  understand  so. 

Dr.  White. — I  think  that  this  report  ought  to  be  printed  in  the  Journal 
OF  Insanity  in  the  same  manner  as  other  papers  and  then  a  reprint  can 
be  sent  to  every  member  of  the  Association  and  placed  in  the  proceedings 
of  the  Association  together  with  a  statement  of  the  whole  case  and  that 
it  is  going  to  be  open  to  discussion  at  the  next  meeting. 
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Dr.  Stedman. — I  rise  to  a  question  of  whether  the  committee  should 
not  be  discharged  and  the  matter  taken  out  of  our  hands. 

Dr.  Mabon. — It  seems  to  me  that  inasmuch  as  the  committee  has  made 
its  report  there  is  no  necessity  for  the  continuation  of  the  committee  and 
in  my  judgment  they  have  done  it  well  and  it  seems  to  me  the  facts  are 
before  the  Association. 

Dr.  Evans. — I  am  heartily  in  accord  with  Dr.  Mabon's  views.  The  com- 
mittee has  performed  its  duties.  If  further  discussion  will  develop  any- 
thing new  the  committee,  if  discharged,  will  be  here  with  all  the  rights 
that  the  other  members  of  the  Association  possess,  and  if  they  make  new 
acquisitions  having  a  direct  bearing  on  the  subject  they  can  report  them. 

Dr.  Mabon. — I  move  that  the  original  motion  be  amended  to  include  the 
discharge  of  the  committee. 

The  President. — The  motion  before  the  house  is  that  the  report  be 
accepted  with  the  amendment  that  the  committee  be  discharged. 

It  was  voted  that  the  committee  be  discharged. 

It  was  voted  that  the  report  of  the  committee  on  expert  testi- 
mony be  accepted,  that  it  be  printed  and  distributed  to  the  mem- 
bers, and  action  taken  at  the  next  annual  meeting. 

The  President. — The  next  in  order  is  the  report  of  the  Nominating 
Committee,  Dr.  Perry. 

Dr.  Perry. — Your  Nominating  Committee  reports  as  follows: 

For  President,  Charles  W.  Pilgrim,  M,  D.,  Poughkeepsie,  N.  Y. 

For  Vice-President,  Hubert  Work,  M.  D.,  Pueblo,  Col. 

For  Secretary-Treasurer,  Charles  G.  Wagner,  M.  D.,  Binghamton,  N.  Y. 

For  Councillors,  Robert  B.  Lamb,  M.  D.  Fishkill  Landing,  N.  Y.;  W. 
W.  Richardson,  M.  D.,  Norristown,  Pa. ;  Charles  K.  Clarke,  M.  D., 
Toronto,   Ont. ;   W.   P.   Crumbacker,   M.  D.,  Independence,  Iowa. 

For  Auditor,  Sanger  Brown,  M.  D.,  Chicago,  111. 

Dr.  White. — I  move  the  adoption  of  the  report. 
Which  motion  was  duly  seconded  and  carried. 

On  motion,  duly  seconded,  the  Secretary  was  instructed  to  cast 
a  ballot  for  the  gentlemen  named  in  the  report  as  the  officers  of 
the  Association  for  the  ensuing  year. 

The  ballot  was  cast  and  the  President  declared  the  gentlemen 
duly  elected. 

The  President. — The  next  in  order  is  the  report  of  the  Auditors. 
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Dr.  King. — I  beg  to  report  that  I  have  examined  the  accounts  of  the 
Treasurer  and  have  seen  the  books,  vouchers,  bank  books,  etc.,  and  found 
everything  correct.  The  same  is  true  of  the  report  submitted  by  the 
Editors  of  the  Journal  of  Insanity. 

Dr.  Evans. — I  move  that  the  report  of  the  Auditor  be  accepted. 

Which  motion  was  duly  seconded  and  carried. 

The  President. — I  take  pleasure  in  appointing  the  Committee  on  Reso- 
lutions as  follows :  Dr.  S.  E.  Smith,  Richmond,  Ind. ;  Dr.  W.  H.  Hattie, 
Halifax,  N.  S. ;  Dr.  J.  J.  Kindred,  Astoria,  N.  Y.;  Dr.  H.  L.  Orth, 
Harrisburg.  Pa.;  Dr.  J.  W.  Babcock,  Columbia,  S.  C. 

The  President. — Gentlemen,  the  Program  Committee,  Dr.  A.  W.  Hurd, 
Chairman,  did  most  excellent  work  and  deserves  and  doubtless  has  the 
hearty  appreciation  of  the  Association,  It  is  hoped  that  the  members  of 
the  Association  will  show  their  appreciation  by  attending  the  sessions  and 
otherwise  co-operating  in  the  prompt  dispatch  of  whatever  business  we 
may  have  before  us.  The  first  paper  on  the  program  is  by  Dr.  Southard, 
who  has  some  suggestion  to  offer  in  regard  to  the  presentation  of  the 
papers  at  this  time. 

Dr.  Southard. — ^It  is  asked  that  the  papers  on  the  program  for  the 
morning  be  postponed  until  this  afternoon,  the  various  writers  of  the 
other  papers  wish  this  translocation.  I  have  Dr.  Fitzgerald's  paper  and 
can  read  that  instead  of  my  own  at  this  time. 

Dli.  Evans. — To  change  the  program  without  the  consent  or  the  knowl- 
edge of  those  persons  on  the  program  for  a  particular  time,  would,  it 
seems,  be  liable  to  disappoint  some.  And  another  point  I  would  like  to 
make  is  the  advisability  of  suggesting  to  the  writers  of  papers  that  they 
will  not  be  read  in  their  absence.  I  think  that  has  been  disposed  of  by 
this  Association  as  riot  being  in  order  and  that  it  would  not  only  be  bad 
form,  but  would  shut  out  those  who  have  made  it  a  point  to  be  present 
with  their  papers  ready  in  accordance  with  the  printed  program. 

The  President. — What  is  the  pleasure  of  the  Association  in  regard  to 
the  proposed  change  in  the  program  respecting  the  order  of  presenting 
papers  ? 

Dr.  Mabon. — Dt.  Ferris  has  presented  a  very  valuable  paper  which  he 
asked  me  to  read  for  him.  It  is  one  that  all  of  the  members  of  the 
society  are  interested  in  and  it  would  appear  better  read  than  printed. 

Dr.  MacDonald. — I  move  that  the  President  be  authorized  to  change 
the  program  as  prepared  by  the  Committee  as  may  seem  best  to  fit  the 
convenience  of  the  men. 

Which  motion  was  duly  seconded  and  carried. 
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Dr.  Pilgrim. — As  Dr.  Fitzgerald  was  requested  to  prepare  his  paper 
and  undoubtedly  has  done  a  good  deal  of  work  upon  it  !■  think  it  should 
be  read,  and  I  also  make  the  same  motion  in  regard  to  Dr.  Ferris'  paper. 

Dr.  Evans. — I  have  no  doubt  these  papers  are  all  right;  there  is  noth- 
ing about  the  papers  that  I  object  "to.  But  if  you  authorize  the  President, 
by  motion,  to  select  this  or  that  paper  to  be  read  it  will  indicate  some- 
thing in  the  way  of  favoritism. 

Dr.  H.  M.  Hurd. — I  move  that  we  take  up  the  papers  of  Dr.  Fitzgerald 
and  Dr.  Ferris  in  their  absence,  and  that  Dr.  Fitzgerald's  paper  be  now 
read. 

Which  motion  was  duly  seconded  and  carried. 

The  following  papers  were  read : 

"  Immunity  in  Relation  to  Psychiatry,"  by  John  G.  Fitzgerald, 
M.  D.,  Toronto,  Ont.,  was  read  by  Dr.  E.  E.  Southard,  and  on 
motion  of  Dr.  Hill  it  was  voted  that  the  Secretary  express  the 
thanks  of  the  Association  to  Dr.  Fitzgerald  for  his  valuable  con- 
tribution. 

"  The  History  of  the  American  Medico- Psychological  Associa- 
tion," by  Henry  M.  Hurd,  M.  D.  (by  title),  and  the  resolutions 
accompanying  the  article  were  referred  to  the  Council. 

"  Alcoholic  Amnesia,"  by  Charles  W.  Pilgrim,  M.  D.,  Pough- 
keepsie,  N.  Y.    Discussed  by  Drs.  Coriat,  Hurd,  and  MacDonald. 

"  Possible  Preventive  Measures  in  Insanity,"  by  Albert  Warren 
Ferris,  M.  D.,  Albany,  N.  Y.,  was  read  by  Dr.  William  Mabon, 
New  York. 

TkE  President. — I  will  appoint  as  Delegates  to  the  International  Prison 
Congress:  Dr.  Robert  B.  Lamb,  of  New  York;  Dr.  Charles  G.  Hill,  of 
Maryland;  Dr.  O.  R.  Long,  of  Michigan;  Dr.  Charles  A.  Drew,  of  Massa- 
chusetts; Dr.  William  A.  White,  of  District  of  Columbia;  Dr.  H.  C. 
Eyman,  of  Ohio;  and  Dr.  Geo.  F,  Edenharter,  of  Indiana. 

The  President. — I  will  now  declare  a  recess  until  two  o'clock  this 
afternoon. 

Afternoon  Session. 

The  President. — The  Association  will  please  come  to  order. 

The  following  papers  were  read : 

"  The  Ethical  Aspects  of  Expert  Testimony  in  Relation  to  the 
Plea  of  Insanity  as  a  Defense  to  an  Indictment  for  Crime,"  by 
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Carlos  F.  MacDonald,  New  York,  N.  Y.  Discussed  by  Dr. 
Evans,  Dr.  White,  Dr.  Gorst,  Dr.  Beebe,  and  Dr.  MacDonald. 

"  Brain  Findings  in  Dementia  Praecox,"  by  E.  E.  Southard, 
M.  D.,  of  Boston,  Mass. 

"  A  Discussion  of  the  Mental  Make-up  in  the  Dementia  Prsecox 
Group,"  by  August  Hoch,  New  York,  N.  Y. 

"  The  Intermittent  Forms  of  Dementia  Prsecox,"  by  William 
Rush  Dunton,  Jr.,  of  Towson,  Md. 

The  papers  of  Drs.  Southard,  Hoch,  and  Dunton  were  discussed 
by  Dr.  Cotton,  Dr.  Coriat,  Dr.  Williams,  Dr.  Hoch,  and  Dr. 
Southard. 

"  Syphilitic  Disorders  of  the  Brain.  A  group  Illustrating  the 
Meningeal  Forms,"  Lantern  Demonstration,  by  Charles  B.  Dun- 
lap,  M.  D.,  of  New  York,  N.  Y. 

Adjournment. 

Thursday,  May  5,  1910,  10  a.  m. 

The  President. — ^The  Association  will  please  come  to  order.  The  re- 
port of  the  Council  is  the  first  order  of  business. 

Report  of  the  Council  for  May  5,  1910. 

The  Council  recommends  the  transfer  of  the  following  named  associate 
member  to  the  active  class:  Benjamin  R.  McAllaster,  M.  D.,  Cherokee, 
Iowa. 

The  Council  recommends  the  election  of  the  following  named  physi- 
cians to  the  associate  class :  George  K.  Butterfield,  M.  D.,  Taunton,  Mass. ; 
George  P.  Ard,  M.  D.,  Spring  City,  Pa. 

The  Council  has  received  the  following  applications  for  active  member- 
ship. In  accordance  with  the  constitution,  final  consideration  of  these  will 
be  deferred  until  next  year :  Edward  P.  Busse,  M.  D.,  Madison,  Ind. ; 
O.  O.  Fordyce,  M.  D.,  Athens,  Ohio ;  Luther  M.  Halsey,  M.  D.,  Williams- 
town,  N.  J. ;  John  H.  W.  Rhein,  M.  D.,  Philadelphia,  Pa. ;  G.  Wiltse  Rob- 
inson, M.  D.,  Kansas  City,  Mo. 

The  Council  has  authorized  Dr.  Albert  Warren  Ferris  and  Dr.  Carlos 
F.  MacDonald  to  publish  their  papers  read  at  this  meeting  elsewhere  than 
in  the  American  Journal  of  Insanity,  if  they  so  desire. 

The  Council  makes  the  following  recommendation: 

That  the  incoming  President  be  authorized  to  appoint  a  Program  Com- 
mittee for  the  next  annual  meeting,  and  also  a  Committee  of  Arrangements. 

Respectfully  submitted, 
!  Charles  G.  Wagner,  Secretary, 
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On  motion,  duly  seconded,  the  report  of  the  Council  was 
accepted  and  adopted. 

The  following  papers  were  read : 

"  Insanity  Among  Adolescent  Criminals,"  by  Charles  H. 
North,  M.  D.,  Dannemora,  N.  Y. 

"  Methods  of  Dealing  with  the  Criminal  Insane.  Defects  in 
Present  Methods  and  Suggested  Remedies,"  by  Austin  Flint, 
M.  D.,  New  York,  N.  Y. 

The  papers  of  Dr.  North  and  Dr.  Flint  were  discussed  by  Drs. 
Lamb,  Brush,  MacDonald,  North,  and  Flint. 

"  Cardio-Genetic  Psychosis,"  Report  of  a  Case  with  Autopsy, 
by  Henry  A.  Cotton,  M.  D.,  and  Frederick  S.  Hammond,  M.  D., 
Trenton,  N.  J. 

"  Degenerations  of  Intercellular  Neuro-fibrils  with  Miliary 
Gliosis ;  a  Characteristic  Pathological  Process  in  Certain  Psychoses 
of  the  Senile  Period,"  by  Albert  M.  Barrett,  M.  D.,  Ann  Arbor, 
Mich. 

"  A  Clinical- Anatomical  Classification  of  the  Senile  and  Arterio- 
sclerotic Disorders,"  Lantern  Demonstration,  by  Charles  I.  Lam- 
bert, M.  D.,  New  York,  N.  Y. 

The  President. — I  now  declare  a  recess  until  two  o'clock  this  afternoon 
at  the  Government  Hospital  for  the  Insane. 

Afternoon  Session. 
The  President. — The  Association  will  please  come  to  order. 

The  following  papers  were  read : 

"  Military  Psychiatry,"  by  Robert  L.  Richards,  M.  D.,  U.  S.  A., 
Washington,  D.  C.  Discussion  by  Drs.  Wm.  A.  White,  H.  M. 
Hurd,  Brush,  and  Richards. 

"  Juvenile  Paresis,"  Clinical  and  Anatomical  Report  of  a  Case, 
by  Harry  W.  Miller,  M.  D.,  and  Nicholas  Achucarro,  M.  D., 
Washington,  D.  C.  Discussion  by  Dr.  Sydney  Kuh,  of  Chicago, 
111. 

"  Prevalence  and  Psychology  of  Pellagra,"  by  J.  W.  Babcock, 
M.  D.,  Columbia,  S.  C. 

"  A  Report  of  Two  Cases  of  Pellagra,"  by  M.  L.  Perry,  M.  D., 
Parsons,  Kansas. 
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The  papers  of  Drs.  Babcock  and  Perry  were  discussed  by  Drs, 
Searcy,  Williams,  Hill  and  Babcock. 

On  motion  of  Dr.  Babcock,  seconded  by  Dr.  Hill,  it  was  voted 
that  a  special  committee,  with  Dr.  Wm.  A.  White,  of  Washing- 
ton, D.  C,  as  Chairman,  be  appointed  by  the  President  of  the 
Association  to  arrange  for  a  symposium  on  Pellagra  for  the  next 
meeting  of  the  Association. 

The  President. — The  Council  reports  that  it  has  received  the  application, 
of  R.  F.  S.  Kieb,  M.  D.,  Matteawan,  N.  Y.,  for  associate  membership, 
and  the  application  of  Benjamin  R.  Logie,  M.  D.,  Washington,  D.  C,  for 
transfer  from  associate  to  active  membership.  These  applications  will 
be  considered  to-morrow  together  with  those  presented  by  the  Council  at 
this  morning's  session. 

The  President. — I  am  sure  that  I  express  the  sentiments  of  the  Asso- 
ciation in  extending  to  Dr.  White  and  his  associates  in  this  hospital  our 
grateful  thanks  for  this  very  cordial  reception  this  afternoon.  I  under- 
stand that  this  is  the  first  meeting  that  has  been  held  in  this  hall  by  any 
organization.    We  appreciate  the  courtesies  shown  us. 

Dr.  Palmer. — I  move  that  the  Association  extend  to  Dr.  Wm.  A.  White, 
Superintendent  of  the  Government  Hospital  for  the  Insane,  a  rising  vote 
of  thanks  for  his  courtesy  during  the  week. 

Which  motion  was  duly  seconded  and  carried. 

The  President. — We  will  now  adjourn  to  meet  at  the  New  Willard 
Hotel  at  eight-thirty  this  evening. 

Evening  Session. 

The  President. — It  has  been  the  custom,  ladies  and  gentlemen,  for  our 
Association  to  select  each  year  some  distinguished  scientist  to  make  a 
public  address.  The  Committee  of  Arrangements,  whose  duty  it  is  to 
select  such  a  speaker,  has  chosen  well  and  wisely  this  year.  I  shall  now 
present  Dr.  James  T.  Searcy,  of  Alabama,  one  of  our  most  distinguished 
members,  who  will  introduce  to  you  the  orator  and  honored  guest  of  this 
occasion. 

Dr.  Searcy. — Ladies  and  gentlemen:  I  take  great  pleasure  in  confirm- 
ing the  notice  that  appears  in  our  printed  program,  that  the  Annual 
Address  at  this  meeting  of  the  American  Medico-Psychological  Association 
will  be  made  by  Dr.  F.  B.  Dresslar,  of  Alabama. 

I  am  glad  that  the  selection  of  a  man  to  make  the  address  has  been 
from  outside  the  medical  profession,  and  from  our  State. 
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Dr.  Dresslar  stands  high  in  Alabama.  He  is  highly  appreciated  by  all. 
He  is  a  native  of  Indiana;  is  a  graduate  of  the  University  of  that  State 
and  of  Clark  University  in  Massachusetts,  which  latter  means  he  has 
been  trained  under  Dr.  G.  Stanley  Hall  in  psychology.  He  came  to  Ala- 
bama from  the  University  of  California,  where  he  was  Professor  of  Edu- 
cation, and  is  now  Professor  of  Psychology  and  Education  in  the  Uni- 
versity of  Alabama. 

He  has  written  a  good  deal  of  a  scientific  character  that  has  appeared 
in  public  print  and  journals.  I  do  not  suppose  I  am  "telling  a  tale  out 
of  school,"  when  I  say  that  he  is  now  in  the  employ  of  the  Department  of 
the  Interior,  with  the  Commissioner  of  Education,  preparing  a  work  on 
School  Hygiene,  which,  when  it  appears  in  two  volumes,  will  be  a  text- 
book of  value,  on  Hygienic  Construction  and  Management,  in  the  libraries 
of  all  our  institutions. 

I  have  read'  with  very  much  interest  a  work  Dr.  Dresslar  has  published 
on  Superstitions.  He  has  consented  this  evening  to  give  us  some  "  Sug- 
gestions on  the  Psychology  of  Superstition."  I  have  no  doubt  we  shall  all 
be  interested,  instructed,  and  entertained,  as  we  hear  him. 

I  present  to  you  Dr.  Dresslar. 

Dr.  Dresslar. — Mr.  Chairman,  ladies  and  gentlemen:  1  feel  very  much 
honored  indeed  to  be  asked  to  appear  before  this  very  select,  very  critical 
audience,  but  I  feel  quite  abashed  after  the  introduction  by  Dr.  Searcy. 
However,  without  any  further  remarks  I  wish  to  present  to  you  as  briefly 
as  I  can  what  few  suggestions  I  have  for  you. 

Dr.  Dresslar  then  delivered  his  address  "  Some  Suggestions  on 
the  Psychology  of  Superstitution,"  which  was  greeted  with 
applause. 

Dr.  Hill. — I  move  you,  Mr.  President,  that  a  vote  of  thanks  be  ex- 
tended to  Dr.  Dresslar  for  the  able  and  instructive  address  he  has  given 
us  this  evening. 

Which  motion  was  duly  seconded  and  carried. 

The  President. — On  behalf  of  the  National  Association  for  the  Care 
of  Epileptics  and  the  Study  of  Epilepsy,  I  extend  to  the  members  of  this 
Association  a  most  cordial  invitation  to  attend  the  annual  meeting  to  be 
held  in  Baltimore,  May  7. 

I  am  requested  to  state  that  there  will  be  a  meeting  of  the  Council  in 
this  room  immediately  following  adjournment. 

Adjournment. 
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Friday,  May  6,  1910,  10  a.  m. 

The  President. — The  Association  will  please  come  to  order.  The  re- 
port of  the  Council. 

Report  of  the  Council  for  May  6,  1910. 

The  Council  recommends : 

That  the  next  annual  meeting  of  the  Association  be  held  in  Denver,  Col. 

That  the  date  of  the  next  annual  meeting  be  designated  later  by  the 
Committee  of  Arrangements. 

That  the  President  be  authorized  to  appoint  the  committees  "  On  Legis- 
lation, New  Laws,  System  of  Care  and  Supervision,  etc.,  in  the  several 
States "  and  "  On  the  Status  of  Medical  and  Scientific  Work,  etc.,  in  the 
hospitals  of  the  several  States  and  Provinces  "  as  mentioned  in  his  address. 

That  the  sum  of  $250  per  annum  be  set  aside  annually  by  the  Treasurer 
of  the  Association  to  defray  the  cost  of  preparing  for  the  press  and  print- 
ing a  history  of  the  institutional  care  of  the  dependent  insane  in  the 
United  States  and  Canada  as  recommended  by  Dr.  Henry  M.  Hurd. 

Respectfully  submitted, 

Charles  G.  Wagner,  Secretary. 

Dr.  Brush. — I  move  that  so  much  of  the  report  of  the  Council  as  refers 
to  the  meeting  in  Denver  be  rejected. 

Which  motion  was  duly  seconded  and  carried. 

Dr.  Brush. — I  move  that  the  Association  meet  at  Niagara  Falls,  at  the 
Clifton  House,  in  1911. 

Dr.  Biddle. — This  Association  is  a  National  Association  and  we  of  the 
middle  west  have  been  willingly  coming  to  the  Atlantic  Coast  to  attend 
these  meetings  and  it  seems  to  me  but  fair  that  the  meetings  should  be 
distributed  geographically,  and  it  seems  proper  that  the  next  meeting 
should  be  held  at  Denver,  It  is  a  delightful  place  to  meet,  accommoda- 
tions are  first  class  and  it  appeals  to  me  in  the  way  of  fairness.  It  would 
be  very  proper  to  have  this  meeting  in  Denver.  Conditions  in  the  middle 
west  have  changed  very  materially  in  recent  years. 

Dr.  Howard. — I  would  ask  the  Council  to  make  a  little  more  clear  their 
reason  for  the  suggestion  of  Denver. 

Dr.  Brush. — A  member  of  the  Council  informs  me  that  he  went  out 
among  the  members  of  the  Association  and  asked  if  they  would  like  to 
meet  at  the  Clifton  House,  Niagara  Falls,  and  he  found  many  in  favor  of 
it.    Denver  is  not  a  good  place  for  our  meeting. 

The  President. — The  question  is  on  the  motion  of  Dr.  Brush,  which  has 
been  seconded,  that  the  Association  meet  at  Niagara  Falls,  at  the  Clifton 
House,  in  191 1. 
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A  rising  vote  was  taken  on  the  motion,  the  Secretary  counting. 

The  President. — The  Secretary  informs  me  that  the  vote  on  the  motion 
is  twelve  in  favor  and  twenty-six  against  holding.    The  motion  is  lost. 

Dr.  Brush. — I  move  that  we  accept  the  report  of  the  Council  and  adopt 
it,  and  that  the  meeting  of  this  Association  in  191 1  be  held  in  Denver, 
Col.,  during  the  month  of  June. 

Which  motion  was  duly  seconded  and  unanimously  prevailed. 

The  President. — Next  in  order  is  the  election  of  new  members  and  the 
transfer  from  associate  membership  to  active  membership,  as  recom- 
mended in  the  report  of  the  Council  yesterday. 

Dr.  Howard. — I  move  that  the  Secretary  be  directed  to  cast  the  ballot 
of  the  Association  for  the  transfer  from  associate  to  active  membership 
of  Benjamin  R.  McAllaster,  M.  D.,  Cherokee,  Iowa,  and  Benjamin  R. 
Logic,  M.  D.,  Washington,  D.  C,  and  for  the  election  to  associate  mem- 
bership of  George  K.  Butterfield,  M.  D.,  Taunton,  Mass. ;  George  P.  Ard, 
M.  D.,  Spring  City,  Pa.,  and  Raymond  R  S.  Kieb,  M.  D.,  Matteawan,  N.  Y. 

Which  motion  was  duly  seconded  and  carried. 

The  President. — ^The  ballot  has  been  cast  and  the  members  are  duly 
elected. 

The  President. — I  will  appoint  the  following  committees : 

On  Legislation,  New  Laws,  System  of  Care  and  Supervision,  etc.,  in  the 

several  States:    Dr.  E.  N.  Brush,  Maryland;  Dr.  R.  H.  Hutchings,  New 

York;  Dr.  C.  P.  Bancroft,  New  Hampshire;  Dr.  J.  T.  Searcy,  Alabama, 

and  Dr.  John  Punton,  Kansas. 
On  the  Status  of  Medical  and  Scientific  Work,  etc.,  in  the  hospitals  of 

the  several   States  and   Provinces:     Dr.   Adolf  Meyer,  New  York;   Dr. 

Richard  Dewey,  Wisconsin;   Dr.  B.  D.  Evans,  New  Jersey;  Dr.  E.  V. 

Scribner,  Massachusetts;  Dr.  L.  M.  Jones,  Georgia,  and  Dr.  J.  V.  Anglin, 

New  Brunswick. 

Dr.  Searcy. — I  have  been  asked  to  present  this  resolution: 

Whereas,  The  preservation  of  health  is  one  of  the  first  and  greatest 
duties  of  the  Nation,  and 

Whereas,  We  believe  that  the  effectiveness  and  usefulness  of  our  exist- 
ing agencies  for  this  end  would  be  much  increased  by  the  creation  of  a 
National  Department  of  Health  as  proposed  in  Senate  Bill  No.  6049, 

Resolved,  That  the  American  Medico-Psychological  Association  most 
strongly  approves  this  bill  and  earnestly  urges  its  passage. 

Which  resolution  was  duly  seconded  and  adopted. 
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The  following  papers  were  read : 

"  Certriin  Disturbances  of  Thought,"  by  J.  M.  Keniston,  M.  D., 
Middletcwn,  Conn.     (By  title.) 

"  Progressive  Myasthenia  with  the  Pathology  of  the  Spinal 
Cord  in  Old  Age/'  by  Arthur  S.  Hamilton,  M.  D.,  Minneapolis, 
Minn.     (By  title.) 

"  Meningitis :  Notes  In  Its  Relations  to  Infections  Elsewhere 
and  Its  Histological  Features,"  by  Glanville  Y.  Rusk,  M.  D.,  New 
York,  N.  Y. 

"  The  Importance  of  Complete  Records  of  the  Insane,  and  a 
Few  Remarks,  Concerning  Chiefly  the  Preliminary  Examina- 
tions,'" by  W.  W.  Hawke,  M.  D.,  Philadelphia,  Pa.     (By  title.) 

Dr.  Hill. — In  behalf  of  the  Committee  on  Resolutions,  I  beg  leave  to 
submit  the  following  report : 

Resolved,  That  at  the  close  of  this  very  successful  meeting  the  thanks 
of  this  Association  are  due  and  hereby  tendered  to  our  retiring  President 
for  the  impartial  and  efficient  administration  of  his  office. 
To  Dr.  Woodward  for  the  kind  words  of  welcome  to  the  Capitol  city. 
To  Dr.  Wm.  A.  White  and  his  Committee  of  Arrangements  for  the  ex- 
cellent provision  for  our  comfort  and  entertainment. 

To  the  Program  Committee  for  their  success  in  providing  an  interest- 
ing variety  of  papers,  and 
To  the  Proprietors  of  this  Hotel  for  their  courtesy  and  care. 

Respectfully  submitted, 

S.  E.  Smith, 
W.  H.  Hattie, 
J.  J.  Kindred, 
H.  L.  Orth, 
J.  W.  Babcock, 
Committee. 

On  motion  duly  seconded  the  report  of  the  committee  was 
adopted. 

The  President. — Fellow-members,  we  have  about  completed  the  pro- 
gram— a  most  excellent  one.  This  has  been,  I  believe,  one  of  the  busiest, 
most  successful,  and  one  of  the  most  pleasant  meetings  our  Association 
has  ever  held.  You  have  all  joined  in  efforts  to  make  it  so.  In  retiring 
from  the  high  office  of  President  I  desire  to  thank  you  for  the  great 
honor  you  conferred  upon  me  and  the  kindly  consideration  with  which 
you  have  treated  my  shortcomings.  My  successor  will  now  assume  the 
presidential  office,  and  will  reflect  great  credit  and  honor  upon  the  Asso- 
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ciation  and  himself.     I  shall  appoint  Drs.  T.  J.  W.  Burgess  and  Charles 
G.  Hill  a  committee  to  escort  the  President-elect  to  the  chair. 

Now,  ladies  and  gentlemen,  it  is  my  great  pleasure  to  present  to  you 
your  new  President,  Dt.  Charles  W.  Pilgrim,  of  New  York. 

Dr.  Pilgrim. — Mr.  President,  ladies  and  gentlemen:  I  am  appreciative 
of  this  great  honor,  for  I  feel  that  no  greater  honor  can  come  to  a  worker 
in  our  specialty  than  the  election  to  the  presidency  of  this  Association. 
In  spite  of  the  very  kind  and  flattering  words  that  Dr.  Drewry  has  just 
said,  no  one  can  realize  better  than  I  do  how  difficult  it  would  be  to  main- 
tain the  high  standard  which  he  has  set.  Nevertheless,  I  promise  you  that 
for  the  next  twelve  months  I  will  have  but  one  object  in  view,  and  that 
will  be  to  make  the  Denver  meeting  as  pleasant  and  profitable  as  this  one 
has  been. 

I  have  named  the  following  Program  Committee:  Dr.  E.  H.  Howard, 
New  York  (Chairman);  Dr.  H.  W.  Mitchell,  Maine;  Dr.  G.  H.  Moody, 
Texas;  Dr.  Elmer  E.  Stone,  California,  and  Dr.  W.  M.  English,  Hamilton, 
Ontario. 

Dr.  Hill. — In  view  of  the  fact  that  Denver,  Col.,  the  place  selected  for 
our  next  annual  meeting,  is  a  distant  point  and  that  by  better  organized 
arrangements  we  might  secure  better  rates  and  better  accommodations,  I 
would  move  that  the  President  appoint  a  Committee  on  Transportation 
for  the  next  meeting. 

Which  motion  was  duly  seconded  and  adopted. 

Dr.  Pilgrim. — I  would  name  as  a  Committee  on  Transportation:  Dr. 
Charles  G.  Hill,  Maryland;  Dr.  J.  Percy  Wade,  Maryland;  Dr.  Henry 
W.  Coe,  Oregon,  and  Dr.  F.  W.  Harmon,  Ohio. 

Dr.  Pilgrim. — There  being  no  further  business,  I  declare  this  meeting 
of  the  Association  adjourned. 

Charles  G.  Wagner, 
Secretary, 


THE  SCOPE  OF  THE  ACTIVITIES  OF  THE  ALIENIST. 
By  WILLIAM  FRANCIS  DREWRY,  M.  D.,   Petersburg,  Va. 

By  your  preferment  I  have  the  honor  of  being  your  President 
for  the  term  of  a  year.  Though  unworthy,  I  am  grateful  indeed 
to  my  friends  who  saw  fit  to  confer  upon  me  this  badge  of  distinc- 
tion. I  shall  endeavor  to  acquit  myself  in  a  manner  that  may 
merit  a  fair  degree  of  approval  of  even  those  whom  Sheridan 
would  call  "  my  d — d  good-natured  friends." 

The  selection  of  an  appropriate  subject  for  this  address  was,  of 
course,  my  first  cause  of  tribulation.  I  thought  of  telling  of  the 
brilliant  achievements  of  our  forefathers — ^their  history — ^but  that 
had  been  done,  time  and  again,  by  abler  essayists,  so,  concluded  I, 
what's  the  use  of  repeating 

"A  little  knowledge  of  the  ways  of  men, 
A  little  reading  of  their  deeds  and  fates, 
A  little  guessing  at  their  thoughts  and  then 
A  quick  forgetting  of  their  names  and  deeds — 
That's  history." 

Next,  it  occurred  to  me  that  literature  might  perchance  be  a 
profitable  theme — a  review  of  the  writings  and  opinions  of  some 
of  the  masters  in  psychiatry — 

"A  little  delving  in  the  tomes  they  penned, 
A  little  conning  of  the  verse  they  writ, 
A  feeble  grasping  of  their  aims  and  trend, 
A  shadow  mem'ry  of  their  mirth  and  wit — 
That's  literature." 

But  soon  I  corrected  the  delusion  that  I  could  pen  anything  in 
this  line  of  interest  to  you. 

Then,  something  pertaining  to  science — ^that  branch  which  ap- 
peals to  us  as  its  apostles — suggested  itself,  but  could  I  fail  to  be 
discouraged  by  what  the  rhymer  has  said? — 
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"  A  little  daubing  with  a  salt  or  two, 
A  little  mussing  with  a  sticky  mess, 
A  few  experiments  half  blundered  through, 
A  twilight  testing  of  a  groping  guess — 
That's  science." 

Lest  I  be  charged  with  the  exhibition  of  symptoms  of  log- 
orrhoea  in  getting  ready  to  bear  you  the  simple  message  I  have,  I 
waste  no  more  time  in  platitudes  and  excuses ;  but,  without  effort 
at  well-turned  phrases  or  rhetorical  elegance,  I  shall  make  some 
rather  rambling  remarks  on  The  Scope  of  the  Activities  of  the 
Alienist. 

I  shall  not  essay  to  do  more  than  present  in  a  cursory  manner 
some  of  the  important  offices  incumbent  upon  us  who  are  actually 
engaged  in  hospital  work,  and  upon  those  who  are  in  sympathy 
with  efforts  in  behalf  of  the  insane.  I  cannot  hope  to  say  any- 
thing that  is  new.  I  do  not  belong  in  the  class  known  as  originals, 
except  original  sinners.  I  am  only  a  dispenser,  if  you  please,  of 
the  products  of  other  men's  brains.  As  no  man,  however,  has  a 
copyright,  or  mortgage,  on  all  he  thinks,  I  may  at  least  be  ex- 
onerated from  the  charge  of  literary  piracy.  If  no  less  a  person- 
age than  the  immortal  bard  of  Avon  could,  with  impunity,  borrow 
ideas,  not  words,  from  Boccaccio,  surely  a  lesser  light  in  the  new 
science  of  psychiatry  can,  with  propriety,  be  guided  by  the  foot- 
prints of  brilliant  exemplars. 

A  distinguished  Southern  surgeon  used  in  his  presidential  ad- 
dress before  a  society  of  medical  gentlemen  this  forceful  language : 

Rigid  self-inspection  is  the  surest  method  of  keeping  sound,  whether  in 
theology  or  in  medicine,  and  it  can  but  be  to  our  advantage  to  overhaul 
ourselves  now  and  then  and  find  out  what  we  really  are,  what  our  motives 
and  our  purposes  are,  and  what  we  are  doing  to  attain  the  things  we  stand 
for. 

What  does  it  mean  to  be  a  well-qualified  alienist?  He  must  be 
a  well-rounded  physician,  a  searcher  after  causes  of  mental  dis- 
ease, a  discriminating  diagnostician  and  a  clear-headed  clinician, 
know  and  appreciate  the  difference  in  the  workings  of  a  normal 
and  an  abnormal  mind,  must  be  free  from  all  taint  of  quackery, 
charlatanry  and  fads,  a  good  judge  of  human  nature,  and,  like 


WILLIAM    FRANCIS   DREWRY.  97 

other  good  doctors,  he  should  be  altruistic.  Particularly  if  he  is 
the  director  or  superintendent  of  an  institution  he  must  possess 
those  qualities  which  a  distinguished  American,  now  much  in  the 
lime-light  abroad,  says  are  essential  to  good  citizenship :  "  He 
must  have  those  qualities  which  make  for  efficiency ;  and  he  must 
also  have  those  qualities  which  direct  the  efficiency  into  channels 
for  the  public  good  " — for  the  good  of  others,  as  well  as  for  the 
advancement  of  science. 

The  work  before  us,  gentlemen,  touches  the  humanities  and  the 
sciences  at  so  many  points  that  one  is  at  a  loss  in  selecting  those 
matters  for  discussion  which  seem  to  be  of  the  most  vital  im- 
portance. This  Association  has  a  definite  purpose  in  that  it  has 
constituted  itself  the  exponent  of  those  broad  principles  which 
underlie  a  universal  uplifting  and  healthfulness  of  the  body  and 
mind  of  members  of  the  human  race.  Its  chief  aims  are  for  an 
individual  as  well  as  a  community  cause.  To  be  more  explicit,  it 
asks  for  the  insane  all  the  rights  that  are  theirs  as  involuntary 
victims  of  disease  and  adverse  circumstances,  and  for  the  people 
generally  the  protection  that,  in  all  fairness  and  justice,  is  their 
due.  It  also  strives  for  a  comprehensive  understanding  of  the 
etiology,  course,  pathology  and  successful  treatment  of  mental 
alienation.  It  does  more.  It  tries,  in  a  measure,  to  ascertain  and 
point  out  the  best  and  most  rational  way  in  which  both  the  living 
and  the  yet  unborn  may  be  saved  from  brain  disease  and  degener- 
acy, and  a  consequent  life  of  suffering,  dependence  and  un- 
happiness. 

Have  we  translated  into  full  action  the  principles  which  we 
have  boldly  and  persistently  advocated?  Looking  backward  one 
can  but  be  impressed  that  it  has  been  an  upward  struggle  of 
heroic  effort  and  much  sacrifice  to  reach  the  present  status  in  the 
humane  care  and  treatment  of  the  insane  and  to  acquire  a  fair 
degree  of  knowledge  of  psychiatry.  Betterment  in  all  conditions 
which  go  toward  helping  to  make  possible  the  higher  character  of 
institutional  life,  with  the  view  of  curing,  or  at  least  improving 
the  condition  of,  the  brain-sick,  has  been,  for  many  years  past,  one 
of  the  main  objects  of  those  engaged  in  this  great  field  of  human 
activity.     It  has  been  especially  of  note  that  in  recent  years  the 
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scientific  has  been  taking  its  proper  place  alongside  of  the  humane 
part  of  institutional  work.  This  harmonious  union  and  corre- 
lation of  essential  elements  of  success  can  but  produce  in  time 
effective  results.  Those  of  us  who  have  long  been  in  the  hospital 
service  can  bear  witness  that  the  apathy  which  was  formerly 
largely  prevalent  in  our  ranks  is  giving  way  to  a  livelier  interest 
and  an  increased  activity.  The  observant  student  of  history  can 
but  be  impressed  that  it  is  a  far  cry  from  the  purely  custodial 
asylum  of  former  times  to  the  hospital  of  to-day. 

Whatever  may  be  attempted  towards  a  purely  high  scientific 
standard,  or  however  much  we  may  insist  upon  grouping  certain 
cases  into  "  a  clinical  entity "  or  a  "  pathological  entity "  and 
labeling  them  with  a  distinctive  name,  we  should  not  lose  sight  of 
the  great  fundamental  importance  of  the  purely  practical  side, 
embodied  in  kindly  care,  nursing  and  attention  to  the  personal 
needs,  comfort  and  happiness  of  the  individual  patients.  Further- 
more, we  must  remember  that  without  an  efficient  and  concordant 
adjustment  of  the  administrative,  executive,  nursing  and  medical 
machinery,  little  can  be  accomplished  either  for  the  benefit  of  the 
patients  or  to  the  credit  of  those  who  direct  and  control  the  policy 
of  an  institution.  Briefly  stated,  there  must  be  a  thorough  blend- 
ing and  fusion  of  the  scientific,  the  humane  and  the  business 
factors. 

Speaking  of  the  improved  conditions  in  the  institutional  care  of 
the  insane,  it  seems  to  me  that  in  at  least  one  particular,  some  in 
this  country  still  entertain  ideas  and  follow  a  practice  that  are 
not  in  accord  with  the  modern  humane  trend.  I  refer  to  the  use 
of  those  obsolete;  measures  known  as  mechanical  restraints,  solitary 
confinement,  etc.  It  matters  not  what  an  institution  has  done  in 
the  way  of  putting  itself  in  the  front  ranks  in  the  field  of  research 
work,  in  architectural  beauty,  in  dazzling  equipments,  or  in  the 
establishment  of  a  training  school  for  nurses,  etc.,  it  is  not  entirely 
in  harmony  with  modern  ideas,  if  it  forces  insane  persons  under 
its  care  and  protection  to  submit  to  the  application  of  such  brutal- 
izing methods  of  control.  Connolly,  whose  life  was  so  crowded 
"  with  successful  and  generous  labor  for  the  advancement  of 
science  and  its  beneficent  application  to  humanity,"  gave  to  the 
world  an  opinion  about  the  non-restraint  method  which  certainly 
is  as  applicable  to-day  as  it  was  in  his  time.     He  said  that  such 
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kindly  measures  ".tended  to  remove  as  far  as  possible  all  causes 
of  excitement  from  the  irritable,  to  soothe,  encourage  and  comfort 
the  depressed,  to  repress  the  violent,  by  methods  that  leave  no  ill 
effect  on  the  temper,  no  painful  recollection  in  the  memory.  Hope 
takes  the  place  of  fear,  serenity  is  substituted  for  discontent,  and 
the  mind  is  left  in  a  condition  favorable  to  every  impression  likely 
to  call  forth  salutory  efforts." 

Surely,  with  proper  hydro-therapeutic  means,  a  sufficient  supply 
of  trained  and  sympathetic  attendants,  quiet  tact,  discretion,  at- 
tractive surroundings,  a  judicious  application  of  psycho-therapy, 
employment  and  recreation,  combined  with  rational  medical  and 
dietetic  treatment,  physical  restraints  and  their  like  are  not  neces- 
sary to  the  proper  management  of  an  insane  person  who  has 
lost  his  power  of  self-control.  Experience  of  many  years  without 
restraint  in  any  form  and  the  minimum  of  confinement  has  fully 
satisfied  me  that  they  have  no  proper  place  in  an  institution  for 
the  insane. 

For  the  despondent  states  of  the  melancholic  there  is  much  in 
the  beautiful  yearnings  of  these  lines  of  poor  Percy  Shelly: 

"  Methiiiks  there  were  a  cure  for  these,  with  patience  and  care ; 
Twas  perhaps  an  idle  thought, 
But  I  imagined  that,  if  day  by  day, 
I  watched  him  and  seldom  went  away, 
And  studied  all  the  beatings  of  his  heart, 
With  zeal  as  men  study  some  stubborn  art, 
For  their  own  good,  and  could  by  patience  find. 
An  entrance  to  the  caverns  of  his  mind, 
I  might  reclaim  him  from  his  dark  estate." 

It  is  well  established  that  without  proper  classification  of  the 
acute,  the  chronic,  the  demented,  the  disturbed,  the  sick,  the  tuber- 
cular, the  epileptic,  the  criminal  and  vicious,  etc.,  it  is  impossible 
to  carry  into  effect  those  measures  that  are  known  to  be  of  most 
value  in  caring  for  and  treating  these  respective  classes.  Fortu- 
nately we  have  seen  in  recent  years  the  growth  at  the  more  modern 
institutions,  of  the  cottage  or  pavilion  and  the  farm-colony  plans, 
which  afford  facilities  for  a  desirable  differentiation. 

In  successfully  dealing  with  the  acute,  or  recent  and  curable 
cases,  work  of  the  best  quality  is  especially  called  for.  Here 
should  be  the  storm  center,  so  to  speak,  of  the  medical  and  nursing 
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activities  of  an  institution.  We  see  in  several  of  the  States  signs 
which  point  to  brighter  prospects  for  the  insane,  in  the  way  of 
observation  or  psychopathic  hospitals,  or  separate  pavilions  in 
connection  with  existing  institutions.  The  better  equipped  and 
the  more  convenient  are  such  departments  for  the  prompt  and  effi- 
cient study  and  treatment  of  incipient  cases,  the  better  the  results. 
To  further  enlarge  the  usefulness  of  a  public  institution  there 
should  be  an  out-door  department  to  which  threatening  cases 
may  go  for  examination,  advice  and  treatment,  in  order  that 
an  impending  attack  may  be  averted.  If  every  case  of  incipient 
insanity  could  have  prompt  scientific  treatment,  the  crowds  of 
chronic  and  incurable  cases  congregated  in  the  hospitals  would  be 
decidedly  smaller,  and  the  cry  for  more  room  would  seldom  be 
heard.  In  the  psychiatric  hospital  and  clinic  lies  the  greatest  hope 
for  the  future. 

Another  matter  has  not  received  the  attention  it  deserves :  The 
after-care  of  the  insane,  strange  to  say,  has  been  practically  passed 
by  in  all  but  a  few  States,  notably  New  York.  No  forward  move- 
ment can  be  complete  without  this  feature,  which  is  one  of  the 
most  eflfectual  prophylactic  measures  yet  suggested.  It  should 
constitute  an  important  feature  of  the  public  service. 

"Tis  not  enough  to  help  the  fallen  up 
But  to  support  him  after." 

It  will  hardly  be  denied  that,  for  one  reason  or  other,  there  are 
also  other  conditions  prevailing  in  many  of  our  institutions  and 
in  our  dealings  with  the  insane,  that  do  not  approach  the  ideal, 
and  probably  never  will  until  there  is  a  more  general  professional 
and  public  awakening  and  a  creation  of  a  demand  for  higher 
standards  everywhere.  It  is  our  duty  then  to  continue  to  strive 
at  every  institution  to  put  into  operation  whatever  study  and 
experience  have  proven  to  be  most  profitable.  The  modern  spirit 
of  advancement  calls  for  the  following:  Larger  means,  better 
equipments,  more  and  better  qualified  physicians  and  nurses,  and 
sufficient  compensation  to  justify  their  remaining  in  the  service, 
elimination  of  politics  and  in  lieu  thereof  the  civil  service  or 
merit  system  in  appointments,  better  means  of  classifying  and 
separating  the  various  types  of  patients,  so  that  each  may  receive 
proper  treatment  and  care,  closer  clinical  study  and  more  exact 
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observation  of  the  bodily  symptoms  and  diseases  of  individual 
patients,  and  the  mental  disorders  of  the  various  physical  condi- 
tions. In  place  of  restraints,  sedative  or  doping  drugs,  simply 
housing  and  feeding  and  clothing,  and  the  like,  there  needs  to  be 
more  systematic  recreation,  and  suitable  and  healthful  physi- 
cal and  mental  occupation.  The  medical  treatment  should  be 
supplemented  by  surgical  whenever  the  physical  condition  is  of  a 
nature  to  demand  it.  There  should  be  maintained  in  every  insti- 
tution a  laboratory  for  physiological,  chemical,  pathological  and 
bacteriological  investigations,  and  a  systematic  study  of  the  patient 
in  both  a  physical  and  mental  aspect.  By  this  means  we  can  learn 
much  respecting  the  part  bacterial  toxins  and  morbid  ferments 
have  in  the  causation  of  the  insanities. 

There  are  many  things  in  our  minds  we  want  to  do,  many  ques- 
tions to  be  answered  that  call  for  systematic  and  energetic  study 
"  under  favorable  conditions  in  a  well-staffed  and  well-equipped 
hospital,"  as  well  as  outside  of  institutions.  To  quote  from  an 
address  by  Dr.  Edwin  A.  Alderman,  the  distinguished  president 
of  the  University  of  Virginia : 

We  are  having  many  visions.  Perhaps  they  are  sometimes  a  little  crude, 
perhaps  we  are  occasionally  hysterical  in  our  visions,  but  it  is  a  sublime 
sort  of  hysteria.  Perhaps  we  sometimes  think  of  too  many  things  to  do 
without  staying  long  enough  with  the  things  we  are  already  doing.  We 
are  busy  with  new  problems,  instead  of  coolly  setting  into  eternal  forms  the 
concepts  we  are  making.  But  we  are  learning.  We  will  cool  off  some  day 
and  leave  the  next  generation  something  to  do.  Each  age  has  its  dreams, 
which  change  with  the  mood  of  the  centuries. 

Economy  in  the  construction  and  administration  of  public  hos- 
pitals should,  of  course,  be  required.  Those  who  manage  such 
institutions  owe  it  to  the  taxpayers  to  guard  against  extravagance, 
but  too  often  there  is  an  enforced  penury  which  cripples  or  de- 
stroys utility.  A  parsimonious  policy  is  responsible  for  the  retar- 
dation of  many  of  our  institutions  and  the  blocking  of  much  good 
scientific  work.  It  is  a  little  trying  on  our  nerves  to  go  to  the 
legislature  and  face  the  many  obstacles  in  the  way  of  advance- 
ment, or  have  a  deaf  ear  turned  to  us  when  we  are  trying  to  bring 
about  desired  and  needed  reforms,  or  advocating  what  is  known 
to  be  for  the  best  interest  of  both  the  insane  and  the  State. 

The  responsibility  for  the  existence  of  causes  of  complaint  and 
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of  investigations  of  some  of  our  institutions,  must  often  rest  upon 
the  people  who,  as  a  general  thing,  give  scant  credit  to  those  in 
charge  for  what  they  accomplish  under  unfavorable  conditions, 
but  are  ready  to  condemn  them  for  failing  to  do  what  is  impos- 
sible with  the  means  allowed  by  the  legislature.  Yet  primarily  the 
reason  we  don't  accomplish  all  we  desire  is  largely  to  be  laid  at 
our  door.  We  often  stand  back  and  do  not  pursue  a  progressive 
policy  in  our  relation  with  the  legislature.  The  advance  move- 
ment must  start  with  us.  Each  of  us  is  a  part  of  the  machinery 
which  brings  about  achievement  of  effective  results  or  failure. 

True,  in  many  instances  the  financial  condition  of  the  state  does 
not  admit  of  adopting  a  high  standard  of  provision  for  the  insane ; 
but,  nevertheless,  we  should  present  our  arguments  as  strongly  as 
possible,  and  then  rest  the  case  with  the  powers  that  be.  In  the 
language  of  Dr.  Isaac  Ray,  we  should  be  bold  enough  to  say  to 
these  representatives  of  the  people : 

The  insane  within  your  borders  require  your  aid;  you  are  bound  by  the 
great  law  of  humanity  and  by  every  sense  of  obligation  to  give  it,  as 
cheaply  as  you  can  consistently  with  the  perfect  accomplishment  of  the 
object,  but  cheap  or  dear,  it  must  be  given  to  the  utmost  extent  which  the 
progress  of  improvement  has  shown  to  be  possible. 

It  is  a  regrettable  fact  that  in  practically  every  State  the  in- 
digent insane  receive  first  care  in  a  jail — a  prison — where  they 
are  often  totally  neglected,  harshly  treated  and  shamefully  abused. 
There  is  a  moral  obligation  upon  every  State  to  see  that  no  citizen, 
either  during  the  critical  and  trying  time  when  the  question  of  his 
insanity  is  under  consideration,  or  pending  his  transfer  to  a  hos- 
pital, is  subjected  to  any  such  degradation  and  neglect. 

We  cannot  repeat  too  frequently  that  the  care  and  treatment  of 
an  insane  person  is  no  less  a  medical  matter  before  than  after  he 
enters  a  hospital.  Therefore,  it  should  be  a  statutory  requirement 
that  the  health  officers,  or  some  other  authorized  medical  board 
or  local  medical  officers,  have  preliminary  control  of  all  cases  of 
alleged  insanity  until  they  are  transferred  to  a  proper  institution. 
The  neglect  and  abuse  of  the  insane  prior  to  commitment  to  a 
hospital  are  unquestionably  the  weakest  points  in  our  American 
system  of  dealing  with  these  unfortunates.  No  one  advanced  step 
would  be  more  far-reaching  as  a  curative  or  a  preventive  measure 
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than  the  abolition  of  the  cell  in  jail  or  public  station  as  a  place  of 
detention  of  the  insane.  Here  again  we  see  the  need  of  psychiatric 
hospitals  or  special  wards  in  general  hospitals. 

I  would  suggest  that  this  Association  appoint  a  committee  to 
ascertain  the  laws  of  commitment  in  the  several  States  and  to 
recommend  whatever  seems  most  in  keeping  with  modern  prog- 
ress and  conception  of  insanity.  Such  a  committee  might  also  do 
some  other  profitable  work  by  making  abstracts  and  reporting  to 
the  Association,  of  all  the  important  new  laws  in  the  various 
States,  which  have  to  do  with  the  care  and  supervision  of  the 
insane  or  any  change  in  systems  of  management. 

I  would,  furthermore,  recommend  that  a  strong  committee  be 
appointed  to  ascertain  and  report  on  the  status  of  the  medical  and 
scientific  work  in  the  hospitals  of  the  several  States.  If  each  of 
us  knew  more  about  what  others  were  doing  to  advance  psychiatry 
there  would  be  given  an  impetus  to  better  work  throughout  the 
country. 

It  cannot  be  too  often  nor  too  strongly  emphasized  that  one  of 
the  greatest  needs  of  the  hour  in  advancing  the  cause  of  the  in- 
sane, is  the  adding  to  the  curriculum  of  every  medical  school  an 
adequate  course  of  systematic,  didactic  and  clinical  lectures  in 
psychiatry,  supplemented  by  a  laboratory  for  experimental  psy- 
chology. No  up-to-date  medical  school  can  afford,  in  these  times 
of  advanced  medical  education,  to  be  without  its  well-equipped 
chair  of  psychiatry,  yet  there  are  many  that  are  not  so  equipped. 
Until  this  progressive  step  is  taken  this  department  of  medicine 
must  remain  behind  other  specialties.  It  is  a  regrettable  fact  that, 
with  few  exceptions,  the  young  medical  graduates  who  are 
appointed  to  positions  in  the  hospitals  for  the  insane,  have  had 
little  or  no  previous  knowledge  or  training  to  fit  them  to  intelli- 
gently diagnose  or  treat  insanity. 

Nothing  goes  farther  in  giving  the  general  public  false  concep- 
tions of  insanity  than  the  display  of  gross  ignorance  of  many 
general  practitioners.  Frequently  we  are  called  in  consultation  to 
find  an  unfortunate  brain-sick  patient  absolutely  stupefied  by 
opiates  or  other  narcotics,  or  bound  hand  and  foot,  or  otherwise 
improperly  treated,  simply  because  the  physician  had  not  had 
sufficient  experience  or  instruction  to  qualify  him  to  properly  deal 
with  cases  of  insanity  in  the  early  stages. 
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Furthermore,  the  average  general  practitioner  often  fails  to 
recognize  important  mental  symptoms  until  they  have  become 
chronic  and  probably  incurable.  When  he  becomes  more  familiar 
with  mental  diseases  he  will  be  a  powerful  factor  not  only  in  cur- 
ing cases  in  the  early  stages,  but  in  the  application  of  preventive 
measures.  Through  him  more  than  through  any  other  agency 
can  the  "  exaggerated  apprehension  of  danger  and  the  common 
notion  of  insanity  as  a  disgrace,  to  be  concealed  or  put  out  of 
sight,  rather  than  a  disease  to  be  soon  and  wisely  dealt  with,"  be 
allayed. 

To  return  to  the  young  medical  officer  in  the  hospital — after  he 
enters  the  service,  he  should  be  given  every  possible  opportunity 
and  incentive  to  pursue  clinical  and  research  work,  instead  of 
having  practically  his  entire  time  taken  up,  as  is  usually  the  case 
in  many  of  the  institutions,  with  the  daily  routine  ward-rounds 
oftentimes  performed  in  a  perfunctory  manner.  The  really  sci- 
entific study  of  the  patients  and  their  diseases  cannot,  under  such 
conditions,  receive  the  attention  they  deserve.  The  medical  spirit 
needs  more  encouragement.  The  assistant  physicians  need  to  be 
more  progressive  and  to  have  a  broader  conception  of  their  field 
of  activity. 

The  British  Medico-Psychological  Association  has  recently 
taken  up  consideration  of  means  of  promoting  a  more  efficient 
medical  service  and  encouraging  scientific  study  by  requiring  a 
post-graduate  diploma  in  psychiatry.  Whether  our  hospital  physi- 
cians, including  superintendents,  procure  special  diplomas  or  not, 
they  should  be  given,  from  time  to  time,  an  opportunity  of  becom- 
ing familiar  with  what  is  being  done  in  the  best  institutions  and 
medical  centers,  and  otherwise  encouraged  to  keep  fresh  the  in- 
terest in  their  specialty  and  in  medicine  generally  to  prevent 
routine  of  thought,  and  to  become  familiar  with  the  best  methods 
of  practice. 

There  continue  to  be  considerable  criticism  and  comment  in  the 
lay  as  well  as  the  medical  press  respecting  expert  testimony.  It 
is  especially  the  employment  of  alleged  unscrupulous  experts  to 
assist  lawyers  in  establishing  insanity  as  a  plea  to  secure  a  verdict 
of  acquittal  in  criminal  cases,  that  is  condemned.  How  much 
truth  there  is  in  the  charge  that  frequently  such  experts  have  been 
employed  to  help  defendant  attorneys  in  the  construction  and  in 
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the  conducting  of  cases  so  that  somehow  or  other  they  fit  in  with 
some  psychosis,  and  befuddle  the  jury,  I  do  not  know.  At  all 
events,  dishonest  experts  when  discovered  should  be  promptly 
exposed  and  condemned  by  the  medical  profession.  There  should 
be  a  determination  to  discountenance  any  expert  who  is  not 
guided,  as  far  as  can  be  ascertained,  by  a  clear  conscience,  for 
after  all,  this,  with  competency,  constitutes  our  tower  of  strength. 

Then  again,  sympathy  for  the  accused,  or  prejudice  against  him, 
or  the  persuasive  and  plausible  statement  of  a  shrewd  attorney, 
sometimes  leads  an  expert  of  small  mental  caliber  and  less  firm- 
ness, and  maybe  a  flexible  conscience,  to  give  an  opinion  desired 
by,  or  in  the  interest  of,  one  side  or  the  other.  He  unconsciously, 
perhaps,  becomes  a  partizan,  which  fact,  of  course,  makes  him 
incompetent  as  an  impartial  witness,  and  for  that  reason  he  should 
be  excluded  from  the  witness  chair.  He  is  to  be  pitied  rather 
than  condemned. 

Every  right-thinking  man  is  in  sympathy  with  the  man  who 
defends  the  purity  and  sanctity  of  his  home,  or  protects  the  good 
name  of  virtuous  womanhood.  The  rights  and  protection  of  such 
a  man  should  be  amply  safeguarded  by  law,  and  there  should  be 
no  need  of  "  proving  him  insane  "  as  an  excuse  for  doing  what  is 
sanctioned  by  the  best  elements  of  society.  Even  in  these  so-called 
unwritten  law  cases  an  alienist  cannot  be  justified  in  prostituting 
the  high  science  of  medicine  to  supply  what  the  law  has  failed  to 
supply  to  give  protection  to  the  man  whose  cause  is  a  just  one. 

What  is  and  what  is  not  insanity,  more  especially  when  the 
question  of  responsibility  for  crime  is  involved,  is  a  serious  matter 
and  cannot  be  settled  except  by  the  most  profound  and  conscien- 
tious students  of  mental  medicine.  For  this  and  other  obvious 
reasons  the  partizan  and  dishonest  witness  should  go  under  the 
scorn  of  a  high-minded  and  honorable  profession.  That  reforms 
are  needed  to  meet  the  present  state  of  medical  advancement, 
to  alleviate  the  strained  relations  between  the  professions  of  law 
and  medicine  concerning  expert  testimony,  and  to  put  forensic 
medicine  upon  a  higher  plane,  no  impartial  or  capable  alienist,  I 
believe,  will  deny.  I  trust  then  that  this  Association  will  put  itself 
on  record  as  advocating  some  feasible  plan  that  will  perhaps  set 
at  rest  and  put  upon  sure  and  high  ground  the  attitude  of  Amer- 
ican psychiatry  in  this  important  phase  of  our  work,  that  so  deeply 
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concerns  the  public  and  the  medical  profession.  I  have  no  doubt 
that  your  able  committee  on  expert  testimony  will  offer  most 
valuable  suggestions. 

The  highest  object  in  any  field  of  medicine  is  prophylaxis. 
Preventive  medicine  is  indeed  the  watchword  of  the  times.  It 
is  then  in  this  special  field  of  professional  and  public  service  that 
the  alienist  should  be  aroused  to  a  greater  appreciation  of  his 
opportunities  and  of  the  influence  he  is  capable  of  exercising  for 
the  common  good. 

Believing  that  in  inherited  instability  we  have  a  most  potent 
etiological  factor  in  insanity,  epilepsy  and  degeneracy,  much  has 
been  written  in  recent  years  as  to  who  should  be  parents.  "  What 
is  bred  in  the  bone  will  out  in  the  flesh  "  is  a  truism  that  few  have 
attempted  to  refute.  Yet  we  know  little  about  the  complex  subject 
of  heredity.  We  should  strive  by  systematic  and  prolonged  inves- 
tigation to  know  more.  For  instance,  how  can  it  be  explained 
satisfactorily  that  in  a  group  of  children  with  the  same  parentage, 
same  environment,  etc.,  one  child  will  become  insane,  another  an 
epileptic,  another  a  degenerate  or  a  criminal,  and  another  develop 
into  vigorous,  intellectual  and  moral  manhood  ?  We  cannot  under- 
stand, in  the  light  of  observation  and  experience,  how  so  distin- 
guished a  philosopher  as  Locke  could  support  the  strange  theory 
that  all  persons  came  into  the  world  with  equal  mental  endow- 
ments, and  that  solely  to  education  and  training  was  due  the  de- 
velopment of  the  variation  or  difference  in  mental  capacities. 

Restriction  of  the  marriage  of  the  unfit,  prenuptial  examination 
of  the  male,  segregation,  sterilization  and  other  measures  having 
as  their  objects  the  checking  of  ancestral  weakness  and  disease, 
continue  to  be  live  topics  in  scientific  and  sociological  circles,  yet 
none  of  these  have  been  received  with  very  much  popular  favor. 
This  is  due  mainly  to  indifference  and  ignorance  regarding  the 
terrible  effects  of  a  bad  heredity.  A  few  states,  however,  have 
taken  an  advanced  stand.  The  whole  subject  is  still  open  to  dis- 
cussion and  further  suggestion  on  many  interesting  points,  and  it 
may  be  years  before  definite  conclusions  are  reached.  In  the 
meantime  it  is  especially  incumbent  upon  psychiatrists  to  give 
most  careful  study,  without  prejudice,  to  every  proposed  rational 
means  that  gives  any  promise  of  improvement  of  the  race  by 
lessening  the  number  of  mental  wrecks  and  degenerates  that  come 
into  the  world. 
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With  the  purpose  of  checking  the  procreation  of  the  offspring 
of  confirmed  criminals  and  certain  defectives,  several  States  have, 
as  you  know,  enacted  laws  authorizing  vasectomy.  To  be  pro- 
ductive, however,  of  appreciable  benefit,  it  would  have  to  be  ap- 
plied to  all,  or  a  large  proportion  of,  confirmed  criminals,  habitual 
drunkards,  and  to  defectives,  such  as  epileptics,  imbeciles,  as  well 
as  to  the  chronic  insane  and  to  those  manic-depressive  cases  who 
spend  their  time,  during  the  intervals  between  attacks,  away  from 
the  restraining  influences  of  the  hospital.  There  is  certainly  much 
that  may  be  said  in  justification  of  even  so  radical  a  means  of  try- 
ing to  protect  succeeding  generations.  Of  course  whenever  such 
measures  are  adopted  there  should  be  proper  legal  safe-guards 
and  competent  medical  advice. 

Pertinent  to  this  important  subject.  Dr.  Albert  G.  Keller, 
Professor  of  the  Science  of  Society,  Yale  University,  has  this  to 
say,  in  part,  concerning  the  "  limits  of  eugenics  " : 

What  eugenists  can  do,  in  this  "  age  of  reason,"  is  to  combat  the  grosser 
manifestations  of  counter-selection  or  breeding  from  the  unfit,  through  the 

means  of  legislation  and  education Sympathy  for  the  unfortunate 

unfit  should  not  extend  to  the  granting  of  the  right  of  procreation,  by 
which  the  parental  unfitness  is  perpetuated  at  the  expense  of  the  fit  who, 
at  the  very  least,  are  taxed  to  afford  the  relief  given.  Here,  too,  any 
hurried  or  radical  enterprise  (e.  g.,  the  abrupt  enforcement  of  premarital 
physical  examination)  is  sure  to  run  afoul  of  the  folkways  (e.  g.,  the 
sense  of  modesty).  But  there  is  yet  another  way  to  work  for  eugenics; 
and  that  is  to  expand,  so  far  as  possible,  the  limits  set  for  it  by  ignorance ; 
to  invoke  an  actual  fear  of  consequences.  This  is  the  province  of  the  medi- 
cal man,  who  is  in  the  position  to  know  the  dangers  and  to  some  extent 
to  enforce  what  he  knows  on  a  number  of  people.  Laws  forbidding  the 
most  frequent  cases  of  counter-selection  (e.  g.,  marriage  of  idiots)  can 
be  passed  by  the  educated  minority,  and  enforced  by  the  machinery  of  the 
State  on  the  ignorant  or  careless.  There  can  be  no  grand  overturning  of 
what  has  existed  time  out  of  mind,  but  there  can  be  a  skillful  elimination 
of  certain  gross  extremes  of  man-breeding. 

Whatever  innovations  we  may  advocate  in  efforts  at  prophy- 
laxis, it  cannot  be  too  strongly  urged  that  it  is  a  part  of  our  pro- 
fessional life  to  give  practical  advice  and  instruction  to  those  who 
bear  the  responsibility  of  rearing  and  educating  children,  so  that 
they  may  be  competent  to  train  the  parents  of  the  future  to  a  reas- 
onable understanding  and  appreciation  of  the  advantages  of 
proper  environment,  good  habits,  self-control  and  the  value  of 
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physical  and  mental  hygiene.  This  is  the  most  important  part  of 
the  new  work  of  all  earnest  and  patriotic  physicians. 

As  a  close  second  to  heredity,  as  a  potent  etiological  factor  in 
mental  and  nervous  diseases  and  degeneracy,  comes  alcohol. 
Kraepelin  says  that  over  33  per  cent  of  insanity,  idiocy  and  prosti- 
tution shows  alcohol  in  parents.  It  is  then  not  only  the  inebriate 
himself,  but  his  descendants,  that  have  to  be  considered.  How 
to  stop  inebriety  and  its  baneful  effects  is  yet  an  unsolved  prob- 
lem. Prohibitionists  see  in  the  abolition  of  the  saloon  a  remedy. 
Others  view  the  situation  entirely  from  a  moral  standpoint. 

Some  say  that  since  American  people  are  going  to  drink  whether 
or  no,  the  government  should  place  the  strictest  possible  regula- 
tions on  the  quality,  the  age,  etc.,  of  alcoholic  beverages  before 
they  are  put  upon  the  market.  As  long  as  the  manufacture  of 
ardent  spirits  is  permitted  we  shall  have  to  contend  against  the 
many-sided  evils  of  intemperance.  At  all  events,  we,  as  physi- 
cians, have  a  duty  to  perform  in  suggesting  the  best  and  most 
practical  method  of  dealing  with  the  inebriate,  who  is  such  not 
always  from  his  own  choosing.  He  constitutes  a  public  problem 
the  solution  of  which  will  probably  come,  at  least  to  a  great  ex- 
tent, through  the  medical  profession  and  conservative  social  re- 
formers. 

The  opinion  that  inebriety  is  due  to  psychic  defect  as  well  as 
moral  delinquency  is  gaining  ground,  and  that  treatment  to  be 
effective  must  be  based  not  upon  emotional  prejudice,  but  on 
scientific  determinations  of  the  nature  of  the  defect,  and  the  best 
methods  of  its  correction.  Therefore,  it  would  seem  that  in 
special  institutional  treatment  and  proper  legal  control,  confirmed 
drunkards,  as  well  as  drug  habitues,  have  the  greatest  hope  of 
relief  and  the  best  chance  of  restoration  to  useful  and  productive 
citizenship. 

In  this  paper  I  have  time  simply  to  mention  that  the  people, 
particularly  the  younger,  should  be  taught  more  of  the  far-reach- 
ing effect  of  certain  so-called  social  diseases.  It  is  not  appreciated 
what  terrible  results  to  both  body  and  mind  follow  such  loathsome 
affections.  A  distinguished  English  alienist  says :  "  If  only  the 
evils  of  alcohol  and  venereal  diseases  were  disposed  of,  then  half 
the  problem  of  insanity  would  disappear  with  them." 
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The  eagerness  with  which  the  medical  profession  is  being  sup- 
ported in  whatever  it  undertakes  for  the  common  good,  should 
give  encouragement  to  us  to  enlarge  our  scope  of  usefulness  and 
to  join  other  physicians  and  reformers  in  taking  advantage  of 
every  opportunity  to  benefit  our  fellow  creatures.  Witness  the 
anti-tuberculosis  movement,  which  is  continually  gathering 
strength  and  becoming  more  and  more  effective  in  the  conquest  of 
that  dread  disease  which  has  slayed  its  victims  by  the  millions. 

The  world  owes  to  Dr.  Trudeau,  the  pioneer  in  the  modern 
effective  methods  of  cure  of  tuberculosis,  a  debt  of  gratitude  it 
can  never  pay.  We  observe,  too,  with  what  vigor  the  cancer 
problem  is  being  studied,  what  efforts  are  being  made  to  eradicate 
hookworm,  and  the  investigations  going  on  looking  to  an  under- 
standing of  the  causes,  treatment,  etc.,  of  pellagra.  It  is  a  signifi- 
cant sign  of  progress  and  public  philanthropy  that  great  institu- 
tions are  established  and  maintained  and  great  movements  are 
promulgated  through  the  beneficence  of  wealthy  men,  for  the  pur- 
pose of  searching  for  means  of  preventing  and  curing  disease, 
preserving  and  strengthening  life  and  protecting  it  from  its 
enemies. 

Were  educational  campaigns  set  on  foot  throughout  this  coun- 
try in  respect  to  insanity,  epilepsy  and  allied  conditions,  their 
prevention,  causes  and  treatment,  the  effect  would  in  time  be  far- 
reaching  in  its  influence  upon  the  physical  and  intellectual  life 
of  the  entire  nation.  This  educational  movement  should  be  con- 
ducted largely  through  the  medical  press,  medical  societies,  popu- 
lar lectures  and  by  the  personal  instruction  by  well-qualified 
specialists. 

We,  my  colleagues,  should  be  skilled  alienists  and  scientific 
physicians,  but  something  more.  We  should  be  publicists  as  well. 
This  country  is  looking  to  us,  the  general  medical  profession  de- 
mands of  us,  and  the  mentally  afflicted  are  appealing  to  us,  to  use 
every  possible  opportunity  within  the  range  of  our  high  calling  to 
advance  science  and  to  help  the  weak  and  the  sick.  Success  or 
failure  in  the  advance  of  psychiatry,  and  in  preventing  the  con- 
tinued increase  in  insanity  and  in  the  cure  of  those  already  insane, 
will  depend  largely  upon  how  each  of  us  uses  his  opportunities 
and  does  his  duty.  To  us  much  has  been  given,  of  us  much  is 
expected. 


no  PRESIDENTIAL   ADDRESS. 

Let  US  emulate  the  life  and  works  of  such  a  man  as  Connolly,  a 
man  of  "  broad  and  generous  sympathies  with  the  world,"  ever 
active  in  "  measures  for  the  general  improvement  of  the  people," 
giving  his  time  and  influence  for  their  purpose,  "  lending  his 
effective  pen  to  their  support."  We,  like  him,  should  be  asso- 
ciated with  the  benevolent,  the  high-toned,  the  progressive,  and 
those  who  believe  in  the  onward  march  of  civilization,  and  in  their 
duty  to  contribute  what  they  can  to  aid  it. 

He  who  looks  into  the  past  and  sees  what  progress  has  been 
made  and  contemplates  the  ever-broadening  views  of  the  present, 
must  appreciate  the  great  possibilities  of  the  future.  Indeed  we 
have  acquired  a  wider  vision  and  there  looms  up  a  broader  horizon. 
This  generation  is  to  be  congratulated  on  the  creative  work  it  is 
doing.  Never  before  has  there  been  displayed  more  energy  of  a 
constructive  nature  than  is  found  in  almost  every  department  of 
activity. 

The  evolution  in  psychiatry  has  been  of  slow  growth,  neverthe- 
less, in  view  of  the  obstacles  constantly  in  the  way,  this  depart- 
ment of  human  endeavor  has  made  creditable  advance;  but  we 
need  to  go  further — much  further.  Let  the  scope  of  our  activities 
be  such  that  we  shall  keep  well  abreast  in  the  procession  of  pro- 
gressive medical  science,  philanthropy  and  national  reforms,  and 
in  all  things  that  have  for  their  purpose  health,  happiness  and 
usefulness  of  the  people. 

Let  each  of  us,  ladies  and  gentlemen,  strive  earnestly  and  dili- 
gently to  carry  forward  the  work  in  hand,  fully  realizing  this 
maxim  of  the  Talmud :  '*  The  day  is  short  and  work  is  great — 
the  reward  is  also  great — and  the  master  presses.  It  is  not  incum- 
bent on  thee  to  complete  the  work,  but  thou  must  not  therefore 
cease  from  it." 


SUGGESTIONS  ON  THE  PSYCHOLOGY  OF 
SUPERSTITION. 

By  F.  B.  DRESSLAR,  Ph.  D., 
Professor  of  Psychology,  University  of  Alabama. 

It  is  scarcely  necessary  to  say  to  this  critical  and  intelligent 
audience  that  the  task  imposed  by  the  title  of  my  address  is  an 
extremely  difficult  one,  and  that  I  cannot  hope  to  say  anything 
final  on  the  questions  involved.  But  I  trust  and  believe  that  all 
thoughtful  students  of  human  nature  recognize  that  superstition 
and  superstitious  belief  are  still  powerful  factors  in  human  be- 
havior, and  that  this  field  has  not  been  given  the  attention  it 
deserves.  I  come  to  you,  then,  as  a  student  of  human  nature,  not 
to  try  to  impose  any  set  theories,  but  to  discuss  with  you  candidly 
and  honestly  some  of  the  evidence  I  have  collected  relating  to 
superstition. 

In  the  first  place,  I  wish  to  call  your  attention  to  the  fact  that 
superstition,  so  far  as  we  know,  seems  to  be  an  exclusively  human 
manifestation.  If  the  lower  animals  exhibit  in  any  direct  way 
this  mental  phenomenon,  it  has  thus  far  escaped  scientific  recog- 
nition and  analysis.  True,  a  few  observers  have  claimed  that 
dogs  and  other  of  the  lower  animals  have  exhibited  signs  of 
superstitious  behavior,  but  in  the  strict  sense  of  the  word  little  or 
no  incontrovertible  evidence  has  been  advanced  to  sustain  their 
contentions.  It  is  safe,  at  least,  to  say  that  if  superstitious  belief 
is  an  element  in  the  mental  life  of  the  lower  animals,  it  exists 
in  a  very  attenuated  form,  and  has  very  little  influence  on  their 
general  behavior.  For  all  practical  purposes  it  therefore  seems 
to  be  unrepresented,  in  the  true  sense,  in  the  mental  life  of  the 
lower  animals.  This  point  of  view  at  once  lifts  superstition  into 
a  special  realm,  and,  therefore,  while  it  appears  partly  to  discon- 
nect it  from  mind  as  a  whole,  it  predicates  it  as  one  of  the  dis- 
tinguishing marks  of  human  psychic  nature.     It  then  becomes 
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our  task  to  look  at  it  as  a  manifestation  and  a  product  of  higher 
mental  life. 

Having  made  this  point  clear,  I  wish  now  to  acquaint  you  with 
the  nature  of  the  evidence  I  have  collected  touching  this  quality 
of  the  human  mind.  I  have  gathered  directly  from  the  minds  of 
875  different  students,  whose  average  age  was  about  19  years, 
nearly  10,000  specimens  of  common  superstitions.  These  students 
were  engaged  in  the  task  of  preparing  to  teach  in  the  public 
schools  of  this  country,  and  were  selected  for  this  purpose  by 
reason  of  general  intelligence  and  worthy  moral  character.  Not 
only  were  they  intelligent  in  the  ordinary  meaning  of  this  term, 
but  they  had  passed  with  credit  through  the  elementary  schools, 
and  in  addition  had  spent  from  one  to  three  years  in  higher 
scientific  study.  It  is  fair  to  say  that  the  evidence  of  superstition 
I  have  to  present  cannot  be  attributed  to  personal  ignorance  or 
to  lack  of  opportunity  to  come  into  touch  with  the  methods  and 
products  of  scientific  investigation.  Of  these  10,000  specimens,  I 
have  tabulated  and  studied  7176.  By  reason  of  the  method  used 
in  obtaining  this  material,  I  have  been  able  to  classify  the  speci- 
mens with  reference  to  their  frequency  of  occurrence,  to  the  nature 
of  the  phenomena  interpreted,  and  to  the  degree  of  credence  with 
which  they  were  held.  In  order  to  make  the  treatment  of  the 
material  clearer,  it  will  be  necessary  to  explain  briefly  the  method 
used  in  obtaining  it.  Imagine,  if  you  will,  a  group  of  mature 
students  seated  in  a  class-room  in  the  day  time  expecting  to  recite 
their  lessons  or  listen  to  a  lecture,  but,  instead  of  using  the  period 
for  this  purpose,  the  teacher  passed  out  slips  of  blank  paper  and 
unexpectedly  asked  each  student  to  write  out  as  many  super- 
stitions as  possible  in  the  hour,  and  to  indicate  with  scrupulous 
honesty  his  or  her  belief  or  disbelief  in  each  specimen  written. 
They  were  told  to  mark  all  those  they  did  not  believe  in  "  no 
belief " ;  those  in  which  there  was  a  partial  belief,  "  partial  be- 
lief " ;  and  those  in  which  they  had  unquestioned  belief,  they  were 
directed  to  mark  "  full  belief."  A  word  further  about  these  state- 
ments of  belief  seems  necessary.  These  students  were  directed 
and  urged  to  tell  the  truth  as  far  as  it  was  possible  for  them  to 
do  so,  and  to  leave  their  specimens  unsigned  as  a  means  of  pre- 
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venting  any  unconscious  prevarication.  It  is  perfectly  safe,  then, 
to  assume  that  there  was  no  prejudice  or  fear  of  the  teacher  oper- 
ating to  cause  them  to  overestimate  their  beHef,  because  it  is  a 
fundamental  trait  in  human  nature  to  put  the  best  foot  foremost, 
and  hence  the  amount  of  credence  they  really  felt  in  the  super- 
stition each  wrote  was  probably  underestimated  rather  than  ex- 
aggerated. No  one  received  any  assistance,  and  no  one  knew  or 
had  any  opportunity  to  know  what  the  others  had  written  until 
after  the  returns  were  gathered.  By  this  means  I  was  enabled 
to  gather  the  largest  list  of  superstitions  ever  gotten  together, 
and  to  do  it  in  such  a  way  as  to  prevent  any  suggestion  or  hearsay. 
They  were  all  gathered  directly  from  the  minds  where  they  had 
found  lodgment,  and  the  belief  expressed  in  them  was  personal 
belief. 

In  order  to  acquaint  you  to  some  degree  with  the  character  of 
these  returns,  and  to  give  you  some  specific  information  regarding 
them,  permit  me  to  read  you  some  specimens  which  I  have  selected 
as  types.  These  will  prepare  you  to  estimate  the  value  of  the 
discussions  which  follow : 

No         Partial        Full 
Belief.       Belief.       Belief.        Total. 

"  If  you  pick  your  teeth  with  a  splinter  taken  from 

a  tree  that  has  been  struck  with  lightning,  you 

will  never  have  the  toothache " o         o  i  i 

"  If  you  cut  your  hair  in  the  new  moon  it  will  grow 

better,  etc."    7         9        14         30 

"  If  you  see  the  new  moon  over  your  left  shoulder 

for  the  first  time,  you  will  have  bad  luck  " 29        24  3  56 

"If  you  see  a  star  falling,  it  is  a  sign  some  one  is 

dying—"    7  7  i  15 

"  If  a  bird  flies  in  at  your  window,  there  will  be  a 

death  in  the  family  " 11        11  5  27 

"  It  is  very  bad  luck  to  have  peacock  feathers  in  the 

house—"    6  I         6  13 

"If   a   dog  howls,   it   is   a   sign   of   death   in   the 

family—"    17        14  9  40 

"If  you  break  a  looking-glass,  you  will  have  bad 

luck  for  seven  years — " 48        49        16        113 

"If    you     drop     the     dish     rag,     you     will     have 

company—"    yy        39        22        138 

'  If  you  will  carry  a  potato  in  your  pocket,  it  will 

cure  rheumatism "  i  i  i  3 
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No         Partial        Full 
Belief.       Belief.       B«Iief.        Total. 

"A  potato  carried  in  your  pocket  will  keep  away 

rheumatism "    2        . .  2  4 

"If  you  carry  a  rabbit's  hind  foot  in  your  pocket, 

you  will  never  have  rheumatism  '* I         . .         . .  i 

"A  horse-chestnut  carried  in  your  pocket  will  cure 

rheumatism "   I  1         . .  2 

"  If  on  retiring  at  night  you  insert  the  toe  of  one 

shoe  in  the  mouth  of  the  other  and  then  place 

them  under  your  bed,  it  will  cure  rheumatism" i         . .  i 

"  If  you  will  put  a  spider  in  a  nutshell  and  wear  it 

around  your  neck,  it  will  cure  a  fever  " 5         . .         . .  5 

And  so  on  almost  to  any  extent. 

But  I  cannot  take  more  time  to  detail  to  you  these  specific 
products  of  superstitious  minds.  Doubtless  each  one  of  you  has 
come  into  contact  with  many  dififerent  sorts,  and  all  of  you  have 
found  how  persistent  and  potent  they  are  in  the  common  mind. 
Suffice  it  to  say,  I  have  here  a  tabulation  of  7176  confessions  of 
belief  or  disbelief  in  more  than  3000  varieties  of  superstitions,  and 
that  the  percentage  of  belief  in  them  is  nearly  45.  To  be  exact, 
of  these  7176  confessions  made  by  honest,  intelligent,  educated 
people,  3225  of  them  express  a  belief  in  them.  For  example,  take 
this  specimen  which  is  very  commonly  known :  "  If  you  permit  a 
baby  less  than  a  year  old  to  look  into  a  mirror,  it  will  die  before 
it  is  a  year  old."  Ten  out  of  eleven  people  who  gave  me  this 
superstition  expressed  an  abiding  belief  in  the  truth  of  it.  Further- 
more, these  confessions  were  so  expressed  that  they  left  no  doubt 
that  seeing  its  own  image  would  be  the  cause  of  the  death  of  the 
baby.  This  attitude  represents  a  phase  of  human  nature,  in  this 
year  of  the  Lord  1910,  and  it  is  a  more  powerful  element  of  mind 
than  most  of  us  have  been  accustomed  to  think.  But  now  let  us 
turn  to  the  main  task  suggested  by  the  topic  listed  on  the  program. 
What  are  some  of  the  peculiar  characteristics  of  the  supersti- 
tious mind? 

I.  Like  the  critical,  scientific  mind,  the  superstitious  mind  refers 
events  or  effects  to  causes.  These  causes,  too,  in  each  case  precede 
their  effects.  So  far,  then,  it  is  fair  to  say  that  superstitious  con- 
clusions represent  the  beginnings  of  an  attempt  to  explain  the 
world  of  experience  by  assigning  phenomena  to  definite  causes. 
Science  attempts  to  do  the  same  thing.  In  each  case  the  event 
or  phenomenon  to  be  explained  must  find  its  value  in  the  mind 
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which  has  taken  it  over  for  consideration.  And  just  here  we  have 
to  make  our  first  fundamental  distinction  between  the  behavior 
of  a  critical,  scientific  mind  and  one  satisfied  with  such  interpre- 
tations as  were  detailed  to  you  a  few  moments  ago : 

Superstitious  belief  is  shot  through  with  a  fear  which  grows 
out  of  a  naive  acceptance  of  an  animistic  conception  of  the  uni- 
verse, in  which  even  sticks  and  stones  understand  to  a  degree  the 
behavior  of  men,  and  reward  or  punish  them  or  prophesy  for  or 
against  them.  The  fear  that  somehow  the  universe  or  some  part 
of  it  is  purposely  antagonistic  or  favorable  to  man  begets  in  the 
unscientific  consciousness  an  almost  uncontrollable  solicitation  to 
a  belief  despite  all  reason  to  the  contrary.  In  the  superstitious 
mind,  a  feeling  to  believe  therefore  often  takes  precedence  over  a 
belief  that  is  suggested  or  dictated  by  reason.  The  unwillingness 
of  many  people  to  sit  at  table  with  13,  to  live  in  a  house  designated 
by  this  number,  or  to  occupy  a  state-room  so  numbered  on  board 
ship,  cannot  be  accounted  for  on  any  other  basis  than  that  some 
vague  fear  compels  it.  There  is  no  reason  in  such  behavior ;  but 
the  superstitious  feeling  is  so  strong  that  it  would  be  foolish  from 
a  business  point  of  view  for  the  builders  of  a  ship  to  allow  this 
number  to  figure  in  any  part  of  it.  So  it  happens  that  in  the 
construction  of  many  of  our  great  ocean  liners,  those  wonderful 
products  of  man's  scientific  and  inventive  genius,  that  this  number 
is  avoided  with  painstaking  and  scrupulous  care.  This  fear  of  the 
supposed  dire  influence  of  the  number  13  has  persisted  at  least 
more  than  5000  years,  for  we  have  definite  information  that  the 
people  of  ancient  Babylon  believed  in  the  13  superstition  and  regu- 
lated their  behavior  to  some  extent  accordingly.  Five  thousand 
years  of  opportunity  to  learn  that  it  is  unreasonable,  and  of 
necessity  a  false  conclusion,  has  not  operated  to  relieve  many 
intelligent  people  of  this  fear. 

Such  a  fear,  as  I  have  said,  is  based  on  a  sort  of  unconscious 
belief  that  the  whole  machinery  of  the  universe  is  in  the  hands 
of  the  gods,  and  that  they,  for  unknown  reasons  and  according 
to  their  own  pleasure,  can  bring  upon  man  good  or  bad  luck, 
great  joy  or  tribulations.  This  fear  varies  in  intensity  with  mental 
and  physical  conditions.  It  is  likely  to  be  much  stronger  when 
the  body  is  tired,  or  sick,  or  when  the  mind  is  ill  at  ease  and 
worried  about  something.    It  is  usually  stronger  at  night  than  in 
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the  daytime,  and  greatly  exaggerated  by  long-continued  separation 
from  all  social  intercourse,  such  as  the  sheep-herders  experience 
when  they  follow  their  flocks  into  uninhabited  regions.  Whatever 
intensifies  this  fear  or  permits  it  to  hold  precedence  over  the 
reason,  or  the  power  to  see  things  as  they  are,  makes  for  super- 
stitious interpretations.  Under  amy  condition,  belief  is  either  a 
matter  of  mere  passive  acceptance,  or  a  feeling  of  logical  com- 
pulsion brought  on  by  reason  of  the  relations  among  the  facts 
present  in  consciousness.  If  fear  is  there,  logic  counts  for  little. 
If  fear  dictates  belief,  it  is  almost  hopeless  to  expect  any  reason- 
able show  of  facts  to  establish  its  falsity.  But  whence  comes  this 
fear  and  faith,  this  satisfaction  in  superstitious  conclusions?  It 
is,  I  believe,  a  psychic  predisposition  which  cannot  be  understood, 
save  as  we  consider  it  in  its  genetic  aspect.  It  is  a  mental  remnant. 
You  call  the  appendix  a  biological  remnant,  and  often  wish  it 
were  absent  from  the  body,  for  it  is  doubtless  the  source  of  more 
danger  than  help  to  us  now.  In  much  the  same  way  we  must 
think  of  this  element  of  superstitious  fear  in  the  mind.  It  is 
probable  that  it  had  its  origin  in  conditions  long  since  passed 
away.  It  is  a  belated  expression  of  human  progress  and  harks 
back  to  that  stage  in  development  when  the  conscious  life  was 
just  beginning  the  quest  for  a  knowledge  of  cause  and  effect. 
Unfortunately,  the  psychologist  or  teacher  cannot  get  at  it  and 
eradicate  it  as  you  can  the  appendix.  It  is  not  a  function  of  any 
particular  convolution  of  the  brain,  it  is  a  product  of  the  emotional 
life  and  imposes  itself  on  the  intelligence  in  spite  of  science  and 
even  critical  personal  knowledge.  This  fear,  as  I  have  suggested, 
varies  in  intensity  with  the  changing  emotional  tones.  Sick 
people  readily  believe  in  patent  medicine  advertisements  which 
they  would  neglect  or  disbelieve  when  in  good  health.  People  in 
trouble  readily  patronize  the  most  audacious  frauds  of  our  modern 
life,  the  so-called  clairvoyants  and  fortune  tellers.  Even  the 
coming  of  the  night  will  so  change  the  emotional  balance  of  most 
people  that  superstitious  faith  and  practice  is  markedly  increased 
during  the  night.  No  one  ever  heard  of  a  daytime  ghost. 
Haunted  houses  are  not  haunted  in  the  daytime,  simply  because 
the  vague  and  torturing  fear  of  the  nighttime  gives  place  in  the 
daytime  to  a  more  rational  view  of  things.  It  often  happens,  there- 
fore, that  just  when  rational  action  and  judicious  behavior  is 
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more  needed,  many  people  give  way  to  the  dictates  of  elemental 
fears  and  trust  to  luck,  to  fortune  tellers,  or  to  quack  doctors, 
who,  by  means  of  the  low  ethical  standards  of  many  of  our  news- 
papers, are  allowed  to  prey  upon  the  people  by  arousing  their 
fears  and  appealing  to  their  superstitious  weaknesses.  (Reads 
advertisements.) 

Medical  science  has  progressed  at  a  truly  wonderful  rate  during 
the  past  half-century.  For  the  closer  application  of  scientific 
method  to  the  study  of  the  causes  and  cure  of  diseases  has  not 
only  given  definite  guidance  in  the  treatment  of  certain  ailments, 
but  has  likewise  set  the  medical  world  to  thinking  in  new  direc- 
tions. It  may  seem  strange,  to  some,  in  view  of  these  facts,  that 
during  the  same  time,  and  more  especially  in  the  last  decades  of 
this  period,  superstitious  "  healing "  has  become  conspicuously 
common.  The  word  superstitious  is  used  in  this  connection  ad- 
visedly. In  the  light  of  the  most  elemental  notions  of  surgery 
and  of  superstition  one  cannot  on  any  other  basis  classify  the  fol- 
lowing case,  which  is  only  a  fair  and  true  sample  of  thousands 
which  might  be  readily  collected.  "  Frank  Knowles  Butterworth, 
the  master  printer  of  Manchester,  who  refused  to  call  in  a  doctor 
when  his  ten-year-old  daughter  broke  her  collar-bone,  was  yes- 
terday sentenced  to  a  month's  imprisonment  for  causing  her  un- 
necessary suffering.  He  is  a  follower  of  Dr.  Dowie,  to  whom 
he  cabled  for  prayers  for  the  girl's  recovery,  and  told  the  court 
he  held  to  the  doctrine  that  all  cures  are  effected  by  faith  and 
prayer." 

Were  it  not  irrelevant  to  our  present  purpose  it  would  be  sat- 
isfying to  commend  to  the  attention  of  all  American  justices  this 
action  of  the  magistrates  of  Manchester. 

It  was  said  above  that  in  these  modern  days  superstitious  treat- 
ment of  disease  has  become  conspicuously  common.  Perhaps  it 
has  always  been  so;  still  there  seems  now  to  be  a  growing  bold- 
ness about  such  practices  hitherto  unnoticeable.  There  are  no 
available  statistics  to  prove  this  last  statement,  and  therefore  it 
must  stand  as  mere  opinion ;  but  it  is  quite  probable  that  all  who 
have  read  widely  and  observed  closely  on  this  subject  will  agree 
with  it  even  if  it  cannot  be  thus  demonstrated.  Moreover,  if  we 
turn  to  our  list  of  superstitions  we  find  indirect  evidence  is  forth- 
coming that  the  folk  mind  is,  on  the  whole,  more  rational,  and 
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that  no  such  utter  folly  as  absent  treatment  for  broken  bones  is 
represented.  A  statistical  study  of  the  superstitions  reported 
brings  to  light  the  fact  that  of  the  iii  different  kinds  having  to 
do  with  the  cause,  cure  and  prevention  of  diseases,  more  than 
half  of  these  relate  to  the  removal  of  warts.  If  we  include  in  one 
class  all  those  relating  to  very  minor  difficulties,  such  as  warts, 
sty  on  the  eye  and  nose-bleed,  and  combine  all  others  into  a 
second  class,  we  find  nearly  64  per  cent  of  all  the  cases  reported 
belong  to  the  first  class.  This  suggests  that  perhaps  with  the 
folk  less  reliance  is  placed  on  superstitious  treatment  in  cases  of 
serious  afflictions  than  in  cases  of  milder  and  insignificant  troubles. 
One  could  believe  that  this  tendency  is  equally  marked  among 
those  who  practice  modern  "  healing,"  were  it  not  for  the  fact 
that  the  published  statement  of  their  doctrine  and  the  criminal 
boldness,  which  they  often  show  in  its  application,  seem  to  dis- 
prove it. 

Another  somewhat  related  question  which  we  might  put  to  our 
statistics  is  this:  Do  superstitions  refer  most  frequently  to  pre- 
vention, cause  or  to  cure  of  diseases?  This  can  be  answered  by 
saying  they  refer  to  all,  but  chiefly  to  cures.  Out  of  a  total  of 
151  specimens  returned — and  this  is  an  unexpectedly  small  num- 
ber— 107  refer  to  cures,  19  to  causes  and  25  to  prevention  of 
diseases.  Nothing  need  be  said  of  these  figures  save  to  point 
out  the  fact  that  they  illustrate  the  general  and  necessary  be- 
havior of  the  folk  mind  and  conform  to  the  laws  of  human  progress 
as  we  know  them.  An  ounce  of  the  power  to  think  in  terms  of 
prevention  is  harder  to  develop  than  a  pound  of  ability  to  consider 
a  situation  after  it  has  arisen. 

If  we  ask  the  question  as  to  whether  the  remedies  here  sug- 
gested have  any  real  efficiency,  we  can  answer  only  by  saying 
if  they  do,  it  must  come  through  suggestion.  For,  with  the  ex- 
ception of  two  or  three  cases,  there  seems  not  to  be  a  single  speci- 
men in  which  there  is  any  immediate  or  sufficient  relation  of  the 
remedy  to  the  disease  to  effect  a  cure.  If  warts  can  be  removed 
by  counting  them,  then  it  seems  certain  that  the  removal  is 
brought  about  through  the  effect  of  mind  on  the  body.  If  a  fever 
can  be  broken  up  by  inclosing  a  spider  in  a  nutshell  and  hanging 
it  about  the  neck,  the  cure  must  come  as  the  result  of  faith  or 
to  natural  recovery  rather  than  as  a  direct  result  of  the  thera- 
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peutic  power  of  the  spider.  If  rheumatic  aches  can  be  eradicated 
by  carrying  a  potato,  a  nutmeg  or  a  horse-chestnut  in  the  pocket, 
ordinary  common  sense  refuses  to  attribute  the  cure  to  any  direct 
influence  of  these  objects  on  the  amount  of  uric  acid  in  the 
blood.     If  there  be  any  relief,  it  must  be  indirect  and  mental. 

All  who  study  the  examples  of  superstitions  referring  to  dis- 
eases will  notice  that  they  are  stated  as  if  the  real  power  to  cure 
existed  in  the  charm,  or  the  chestnut,  the  bone,  or  the  black  cat's 
tail.  This  gives  them  an  objective  power  that,  as  it  seems  to  me, 
the  latter-day  "  faith  curists "  are  missing.  For  my  part,  it 
would  be  much  more  conducive  to  faith  in  an  effectual  cure  of 
rheumatism  if  with  this  result  in  mind  on  retiring  at  night  I 
inserted  the  toe  of  one  shoe  into  the  mouth  of  the  other  one,  and 
then  placed  them  under  the  bed,  than  it  would  be  if,  when  racked 
by  the  pain  of  this  distressing  disease,  I  struggled  to  convince 
myself  that  after  all  no  such  disease  existed,  and  that  there  is  no 
such  thing  as  rheumatic  twinges. 

Then  there  is  another  advantage  growing  out  of  this  objective 
method  used  by  the  folk  that  should  not  be  overlooked.  They 
can  apply  it  more  readily  when  their  domestic  animals  are  ailing. 
For  example,  if  there  be  any  merit  in  such  things,  it  would  cer- 
tainly be  much  easier  to  adapt  some  objective  superstitious  rem- 
edy to  a  case  of  colic  than  it  would  be  to  undertake  to  persuade 
a  groaning  horse  that  he  is  entirely  mistaken  concerning  his  con- 
dition, and  that  after  all  there  is  no  such  thing  as  a  vigorous 
abdominal  ache.  Horse  sense  would  likely  be  too  blunt  to  appre- 
ciate the  force  of  this  argument. 

The  "  faith  cure  "  doctrines  rampant  in  America  and  elsewhere 
have  issued  in  such  multifarious  and  religious  forms  in  recent 
years  that  they  defy  any  systematic  classification.  And  they  have 
thus  reinforced  superstition  by  incorporating  some  elements  of 
it  into  a  religion.  That  they  appeal  very  largely  to  a  lively  and 
potent  superstitious  impulse  is  attested  by  both  doctrines  and 
devotees.  It  is  not  my  purpose  to  deny  their  feelings  or  beliefs, 
but  simply  to  assert  that  they  have  in  no  careful  and  scientific 
way  demonstrated  the  truth  of  their  claims.  People  who  are 
willing  to  believe  in  the  inspiration  of  a  book  which  "  reads  as 
well  backwards  as  forwards,"  and  in  either  direction  appeals 
chiefly  to  emotional  women  and  credulous  men,  are  ipso  facto 
devoid  of  that  just  balance  in  life  which  subordinates  fancy  to 
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fact.  They  rarely  feel  the  need  of  demonstration,  and  when  they 
do,  they  are  usually  incapable  of  accepting  it  ungrudgingly,  or  of 
even  knowing  when  it  has  been  given.  But  in  making  this  com- 
parison, it  would  be  as  unscientific  to  condemn  their  doctrines 
and  claims  as  wholly  false  as  it  would  be  to  accept  them  in  toto. 
There  is  plainly  an  element  of  truth  in  "  mental  healing  "  which 
must  be  recognized  by  all  who  know  anything  of  the  influence 
of  mind  over  body.  How  far  this  can  go  in  the  cause  and  cure 
of  certain  classes  of  ailments  we  do  not  know.  It  would  be  an 
easy  matter  to  collect  a  vast  amount  of  honestly  given  evidence 
going  to  establish  the  most  extraordinary  cures  wrought  in  this 
way ;  but  most  of  this  evidence,  if  not  all  of  it,  would  break  down 
completely  or  be  found  insufficient  when  subjected  to  rigid  scien- 
tific method.  This  statement  is  not  the  expression  of  mere  opinion  ; 
it  is  based  on  the  results  of  experience  and  investigation.  No 
greater  boon  could  come  to  the  human  race  than  a  safe  and  inex- 
pensive (?)  way  of  curing  diseases  by  "  absent  treatment " ;  but 
nothing  worse  can  befall  it  than  a  return  to  the  days  when  desire 
determined  belief  and  fanaticism  fastened  it. 

Doubtless  much  greater  use  is  made  of  superstitious  remedies 
among  the  folk  than  ordinarily  comes  to  light.  One  needs  only 
to  live  among  them  for  a  short  time  to  realize  that  belief  in  all 
sorts  of  charms  for  diseases  have  still  a  very  strong  hold  on  their 
minds. 

Let  me  close  the  discussion  of  the  first  point  with  this  prac- 
tical suggestion :  Whatever  will  tend  to  arouse  or  increase  in  the 
human  mind  this  elemental  fear,  this  fear  of  the  dark,  this  animism 
will  operate  to  increase  people's  belief  in  superstitious  healing, 
in  charms,  and  in  cures  by  absent  treatment.  If  you  dignify  this 
fear  by  incorporating  it  into  a  religious  cult,  you  will  thereby 
strengthen  it  and  fasten  it  all  the  more  firmly. 

But  this  animistic  faith  and  belief  operates  in  many  other  fields 
besides  that  of  health  and  disease.  The  belief  in  luck  is  a  powerful 
factor  in  modern  life.  There  are  thousands  of  intelligent  people 
who  would  not  think  of  beginning  a  serious  piece  of  work  on  a 
Friday,  even  if  all  the  other  conditions  seemed  most  propitious, 
and  common  reason  urged  it.  They  can  give  no  reason  for  such 
irrational  conduct,  and  when  urged  to  explain  the  reasons  for 
their  conduct,  they  merely  say  they  are  afraid  to  do  so  for  they 
feel  as  if  something  would  surely  happen  to  prevent  its  successful 
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completion.  They  may  even  say  they  do  not  believe  in  luck,  but 
they  prefer  to  take  no  chances.  Many  engineers  and  gamblers 
feel  safer  with  a  rabbit's  foot  in  their  pockets.  During  a  visit  to 
Monte  Carlo  a  few  years  ago,  I  saw  men  and  women  bet  on  a 
number  that  had  been  in  some  strange  way  suggested  to  them, 
and  this  despite  the  fact  that  a  moment's  calculation  would  show 
them  that  they  were  betting  on  a  certain  probability  against  them. 
The  roulette  wheel  and  the  table  corresponding  is  plainly  marked 
to  show  this.  A  good  story  was  told  me  of  how  far  this  neglect 
of  fact  will  go,  and  how  eagerly  they  seek  some  occult  or  divine 
power  to  help  them  win.  It  chanced  one  Sunday  that  a  gambler 
found  his  way  to  the  English  church  in  the  town,  and  upon  hearing 
the  number  of  the  hymn  announced,  was,  as  he  expressed  it,  im- 
pressed with  the  feeling  that  this  was  a  lucky  number  to  bet  on. 
He  immediately  left  the  church  for  the  gambling  table.  He  staked 
heavily  on  this  number  and  won.  Following  up  the  suggestion, 
he  went  to  church  next  Sunday,  and  after  remaining  long  enough 
to  hear  the  number  of  the  hymn,  bet  on  it  again  and  chanced  to 
win  the  second  time.  He  told  the  secret  of  his  success  to  some  of 
his  friends,  and  they,  too,  took  to  going  to  church.  The  contagion 
spread,  but  the  remarkable  exodus  after  the  hymn  had  been  an- 
nounced led  the  rector  to  suspicion  that  something  was  wrong. 
After  a  little  investigation,  he  located  the  trouble  and  took  occa- 
sion to  announce  from  his  pulpit  that  no  more  hymns  would  be 
sung  save  those  whose  number  was  above  37,  the  highest  number 
on  the  roulette  table.  I  took  occasion  to  make  some  inquiry 
concerning  the  truth  of  this  story,  and  was  told  by  many  honest 
and  intelligent  people  that  there  was  no  doubt  about  the  truth 
of  it.  I  saw  women  repeating  rhymes  to  the  images  of  little  pigs 
and  then  betting  on  the  number  suggested  thereby,  and  fully  ex- 
pecting this  image  and  the  rhyme  to  exert  an  influence  in  their 
favor  on  the  wheel. 

When  one  stops  and  candidly  inquires  into  such  behavior  as 
this,  he  cannot  help  seeing  that  back  of  it  and  underneath  it  there 
is  a  strong  feeling  of  belief  that  luck  is  something  tremendously 
real,  and  that  it  is  possible  to  get  guidance  from  a  rabbit's  foot 
or  the  behavior  of  a  tired  fly.  It  is  evident,  too,  that  this  guidance 
is  expected  in  the  way  of  some  emotional  control  brought  about 
through  the  power  of  these  things,  so  that  the  individual  who  is 
about  to  bet  will  be  impelled  to  select  a  certain  number  or  combi- 
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nation  of  chances  because  he  feels  strongly  that  this  is  to  be  a 
winner.  Psychologically,  this  is  a  most  interesting  situation.  It 
is  a  tacit  belief  in  a  universal  consciousness  in  which  there  exist 
no  time  distinctions  between  present  and  future,  and  that  those 
who  will  may  share  in  such  a  mental  state. 

When  we  see  a  small  boy  "  christening  "  his  taw  in  order  to 
insure  good  luck  at  marbles,  we  laugh  over  it  and  pass  it  by  as 
child's  play.  But  when  we  see  those  who  have  grown  old  enough 
to  put  away  childish  things,  earnestly  and  seriously  trusting  to 
the  carved  image  of  a  pig  to  suggest  a  winning  play  at  roulette, 
our  cheeks  pale,  and  our  dreams  of  the  divinity  and  rationality  of 
man  are  rudely  disturbed.  The  added  eagerness  and  concentration 
which  christening  the  taw  may  bring  render  the  boy's  behavior 
highly  intellectual  as  compared  with  that  of  the  adult  who  has 
absolutely  nothing  to  do  with  the  outcome  of  the  so-called  game 
of  roulette.  Truly,  "  man  is  fearfully  and  wonderfully  made," 
or  at  least  he  is  at  the  present  time  strangely  conditioned  in  the 
process  of  making. 

The  second  main  point  which  I  wish  to  emphasize  in  this  analy- 
sis is  this: 

,  Superstitions  represent  in  part  those  conclusions  which  men 
have  adopted  in  order  to  free  the  mind  from  the  strain  of  incom- 
pleted thinking.  Men  are  naturally  driven  to  conclusions  regard- 
ing the  meaning  and  significance  of  those  phenomena  which  appear 
in  their  minds.  There  can  be  no  physiological  or  psychological 
equilibrium  unless  the  mind  comes  to  rest  in  a  conclusion.  It  is 
both  physically  and  mentally  very  trying  to  hold  in  the  mind  a 
series  of  conditions  and  at  the  same  time  prevent  them  from  shoot- 
ing together  into  some  sort  of  denouement.  The  untrained  and 
instinctive  mind  reaches  conclusions  quickly,  for  this  temporarily 
is  the  line  of  least  resistance.  Thus  it  may  reach  quasi  generaliza- 
tions for  itself,  or,  what  is  more  usually  the  case,  it  may  accept 
the  generalizations  passed  down  to  it  by  tradition,  for  it  is  easier 
to  accept  an  explanation  authoritatively  given  than  to  frame  one. 

All  this  is  illustrated  clearly  in  the  mental  development  of  a 
child.  Its  reactions  come  immediately  on  the  presentation  of 
mental  stimuli  and  with  the  least  waste  of  nervous  energy.  The 
child  cannot  and  will  not  hold  in  abeyance  for  any  length  of  time 
the  mental  presentations  it  receives,  for  to  do  so  would  demand 
a  mental  preparation  it  does  not  possess  and  a  power  it  cannot 
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exert.  It  must  either  rest  in  its  own  child-like  conclusions,  or, 
what  is  more  often  the  case,  it  begs  for  relief  by  putting  almost 
innumerable  questions  to  its  elders.  Every  one  will  recall  the 
definite  pleasure  a  child  experiences  when  his  questions  are  an- 
swered. Almost  any  answer  will  do,  because  it  sets  the  mind  at 
rest.  At  a  later  stage  of  development  when  the  analytical  powers 
are  developing  and  each  phenomenon  begins  to  resolve  itself  into 
a  multiplicity  of  conditions,  the  answers  are  not  satisfying  unless 
they  are  more  explicit  and  reasonable.  But  it  will  be  observed 
that  with  the  folk,  as  with  children,  when  a  definition  has  once 
been  accepted  from  an  authoritative  source,  it  may  be  retained 
long  after  the  power  has  developed  to  see  its  limitations.  This 
is  why  most  of  our  reconstruction  must  come  through  corrective 
thinking  and  action.  When  we  see  that  a  definition  or  a  general- 
ization will  not  suffice  when  put  to  a  practical  test,  and  when  we 
can  repress  our  instinctive  feelings  to  believe  in  it  regardless  of 
reason,  then  we  are  ready  for  a  new  one.  All  this  mass  of  super- 
stitious belief  has  been  handed  down  from  generation  to  genera- 
tion and  clearly  shows  the  desire  of  the  mind  to  relieve  itself  by 
means  of  conclusions  already  made.  No  individual  can  command 
sufficient  energy  to  go  it  alone,  even  if  he  had  such  a  desire. 
Truth  is  evasive  and  can  only  be  reached  by  the  masses  through 
piecemeal  corrections  of  an  earlier  faith. 

There  is  infinite  rest  in  believing  in  something,  even  if  that 
something  will  at  some  future  day  prove  insufficient.  There  is 
even  great  relief  in  the  belief  that  one  is  traveling  the  right  path, 
though  the  end  be  not  in  sight.  A  theory  considered  in  this  sense 
is  an  hygienic  necessity,  for  it  satisfies  the  inherent  demand  for 
temporary  conclusions  and  brings  a  mental  equilibrium  essential 
to  united  personality.  The  greatest  agnostics  soon  seek  rest  in 
dogmatism,  for  they  commonly  insist  beyond  the  peradventure  of 
a  doubt  that  their  position  is  the  only  one  any  rational  being  can 
hold,  and  they  alone  have  been  consistent  in  argument  and  obser- 
vation. They  try  to  shield  themselves  from  this  criticism,  how- 
ever, by  accepting  the  dictum  that  all  truth  is  dogmatic.  The 
fact  is,  the  human  organism  is  so  constructed  that  it  must  "  serve 
God  or  Mammon."  It  is  impossible  for  it  to  function  and  maintain 
its  integrity  intact,  when  the  mind  rests  in  no  conclusions,  and 
therefore  wills  to  do  nothing.  Disintegration  is  the  only  possible 
outcome  to  consistent  agnosticism.     It  is  only  the  overwrought 
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and  unhealthy  mind  that  will  not  or  cannot  come  to  conclusions. 
"  Sicklied  over  with  the  pale  cast  of  thought ''  is  a  striking  char- 
acterization of  one  who  is  afraid  to  come  to  a  decision,  fearful 
lest  the  conclusion  reached  will  not  represent  completely  and 
exhaustively  all  of  the  conditions.  Such  a  mental  stage  begets  a 
nervous  tension  which  rapidly  uses  up  the  vital  energy,  and  in 
the  end  comes  to  nothing  but  distress.  A  complete  and  healthy 
mental  life  must  develop  through  piecemeal  thinking  and  cor- 
rective doing. 

The  educational  implication  of  this  is  very  important  and  all 
inclusive.  When  the  generalizations  of  the  adult  are  given  as 
rules  to  govern  the  young,  there  is  of  necessity  a  lack  of  under- 
standing, which  can  be  corrected  only  by  a  more  or  less  shortened 
attempt  to  work  it  out  through  experimentation,  or  (to  use  a 
better  term  in  this  connection)  through  corrective  action.  The 
laboratory,  the  shop,  and  all  other  practicable  opportunities  for 
application,  and  even  life  as  a  whole,  are  pedagogical  necessities 
of  prime  importance  in  order  to  afford  those  necessary  require- 
ments which  sound  and  natural  learning  demands. 

Belief  in  superstition  is  closely  associated  with  narrow  ex- 
perience, unscientific  observation,  the  undue  persistence  of  early 
conclusions,  and  the  natural  tendency  of  the  mental  life  to  reduce 
experience  to  rules  or  generalizations  for  guidance  in  practical  life. 

There  is  some  special  significance  in  all  this  for  our  people. 
The  hurry  and  rush  of  modern  life,  and  hence  the  increased  emo- 
tional tensions  which  must  accompany  it,  operate  to  throw  more 
people  back  on  feeling  for  guidance  than  was  the  case  during 
the  time  when  their  environment  was  not  so  stimulating.  Ameri- 
can life  puts  a  premium  upon  hurried  action,  and  as  emotion  is 
one  of  the  by-products  of  these  tensions,  as  well  as  one  of  its 
chief  instigators,  it  is  easy  to  see  why,  those  who  look  on  from 
without,  call  us  queer  and  hysterical. 

And  now,  if  these  considerations  concerning  this  elemental  pre- 
disposition have  seemed  a  bit  harsh  or  disturbing,  or  if  talking 
in  this  frank  fashion  about  them  has  in  any  way  worried  you, 
follow  this  advice,  for  I  have  been  assured  of  its  efficacy: 

Before  retiring  to-night,  place  your  shoes  side  by  side  upon 
the  floor,  at  the  foot  of  the  bed,  with  the  toes  pointing  away  from 
it,  and  you  will  sleep  soundly  and  peacefully,  and  you  will  not  be 
disturbed  even  by  a  guilty  conscience. 
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The  advances  in  psychiatry  have  been  so  great  within  the  past 
two  decades  that  we  have  almost  reached  the  point  when  it  is 
advantageous  to  pause  and  consider  what  the  factors  are  that 
have  materially  increased  our  knowledge  and  understanding  of 
mental  diseases  and  to  learn  from  this  consideration,  if  possible, 
certain  lessons  which  will  be  useful  in  crystallizing  our  con- 
ceptions in  regard  to  what  has  been  of  benefit  and  of  value,  and 
what  we  may  safely  regard  as  being  of  little  value  in  the  advance. 
With  the  recent  progress  many  conceptions  have  been  greatly 
modified,  others  but  slightly  altered,  although  appearing  in  the 
garb  of  a  new  nomenclature,  they  make  one  pause  for  the  mo- 
ment and  reflect  whether  it  is  really  something  novel  or  a  re- 
arrangement of  facts  with  which  we  have  been  more  or  less 
familiar  for  quite  a  considerable  period.  It  is  true,  no  doubt,  in 
many  instances  that  by  just  such  rearrangements,  on  various  occa- 
sions, our  attention  has  been  drawn  to  facts,  the  real  significance 
of  which  had  not  been  grasped  until  the  rearrangement  cast  them 
in  their  rightful  roles.  Such  work  has  been  in  the  highest  degree 
of  advantage  in  psychiatry  for  several  reasons.  One  of  the  most 
important  of  which  is  that  in  clinical  psychiatry  at  least  it  has 
been  an  exceedingly  difficult  matter  to  stimulate  men  who  were 
already  overburdened  with  routine  to  do  research  work,  but  with 
the  introduction  of  a  few  novel  elements  and  such  a  rearrange- 
ment of  facts  it  was  realized  by  the  men  doing  the  routine  that 
it  was  possible  to  do  research  by  doing  good  routine.  An  illustra- 
tion of  this  may  seem  to  be  unnecessary,  but  it  may  not  be  out 
of  place  nevertheless.  With  the  introduction  of  better  methods 
of  case-taking,  more  exact  laboratory  procedures  done  in  con- 
junction with  the  clinical  work,  it  is  now  possible  for  the  staffs 
of  the  various  hospitals  to  collect  data  that  when  properly  analyzed 
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broaden  our  vision  of  psychiatry  most  wonderfully ;  and  it  should 
not  be  forgotten  in  this  connection  that  all  those  who  are  engaged 
in  the  study  of  clinical  psychiatry  can  and  do  aid  in  this  progress. 
A  few  men  here  and  there,  it  is  true,  may  lead  in  the  onward 
march,  but  all  whose  work  is  up  to  the  standard  of  that  done  in 
our  better  State  institutions  are  actively  engaged  in  research  that 
occupies  a  unique  position,  in  that  in  doing  the  daily  work  in 
the  best  way  one  at  the  same  time  aids  in  furthering  the  knowl- 
edge of  the  distressing  conditions  which  on  every  side  confront 
the  worker  in  the  field  of  psychiatry.  It  possibly  seems  unneces- 
sary to  go  to  this  great  length  in  dilating  on  the  essential  value 
of  careful  routine.  This  has  been  done,  however,  to  make  it  evi- 
dent at  the  outset  that  those  engaged  primarily  in  research  can 
thoroughly  realize  the  status  of  "  the  man  in  the  wards,"  and 
it  seems  to  the  writer  that  this  is  most  important,  and  it  is  equally 
essential  that  as  far  as  is  practicable  the  position  and  endeavors 
of  research  workers  be  made  clear  to  the  clinical  psychiatrists. 
Too  often  it  has  been  said  that  in  the  study  of  mental  diseases  the 
ward  and  the  laboratory  have  been  divorced  because  of  the  inabil- 
ity of  those  engaged  in  the  respective  fields  of  activity  appre- 
ciating the  work  of  the  other,  and  I  think  I  can  say  with  a  certain 
degree  of  assurance  that  with  those  engaged  in  psychiatry  this 
tendency  has  been  more  evident  than  in  any  other  branch  of  in- 
ternal medicine.  The  reasons  for  this  state  of  affairs  are  many 
and  need  not  concern  us  here.  From  earliest  times  until  almost 
yesterday,  those  suffering  from  mental  alienation  have  been  out- 
casts. Needless  to  say  this  same  exceedingly  depressive  attitude 
has  been  occasionally  adopted  by  the  medical  men  interested  or 
at  least  engaged  in  caring  for  insane  patients.  The  end  result 
has,  of  course,  been  that  psychiatry  and  those  in  need  of  psychia- 
try's best  endeavor  have  suffered.  Many  causes  have  conspired 
to  make  scientific  research  difficult  among  the  insane.  Inherent 
difficulties  in  the  class  of  patients  under  care.  The  trying  nature 
of  the  work  for  the  medical  men  engaged  in  it,  the  so  often  under- 
manned hospital  staff,  and,  as  if  this  weren't  handicap  enough,  the 
politicians  have  frequently  rendered  a  difficult  situation  untenable. 
With  all  this  in  mind  then  is  it  to  be  wondered  at  that  only  with 
an  appreciation  of  the  real  value  of  intimate  co-operation  between 
psychiatrists,  internists  and  specially  trained  laboratory  men  (in 
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psychology,  bio-chemistry,  pathology  and  immunity)  has  any 
start  at  all  been  possible.  One  other  factor  seems  to  the  writer 
to  be  of  the  greatest  significance,  and  one  that  cannot  be  too  often 
insisted  on,  and  that  is  the  value  of  medical  teaching  connection 
for  the  men  doing  psychiatry,  and  the  utilization  for  teaching  pur- 
poses of  the  great  mass  of  clinical  material  in  which  practically 
every  hospital  for  the  insane  abounds.  The  adoption  of  these 
measures  has  always  been  of  value,  their  neglect  one  reason  why 
enthusiasm,  stimulus  and  the  right  sort  of  progress  is  not  in 
evidence  in  institutions  otherwise  admirably  adopted  to  lead  in 
the  onward  movement. 

In  a  general  way,  then,  we  have  outlined  the  possibilities  for 
research  in  insane  hospitals.  Just  for  a  moment  it  is  well  to 
show  where  research  in  psychiatry  diverges  from  research  in 
internal  medicine.  In  the  first  place  psychiatric  material  differs 
from  clinical  material  in  general  in  being  under  much  closer  super- 
vision and  observation,  and  this  very  distinct  advantage  is  one 
that  should  ever  be  kept  in  mind.  The  patients,  furthermore,  are 
frequently  indifferent  and  have  no  troublesome  worries  as  to 
what  will  happen  if  a  blood  culture  is  made  or  a  lumbar  puncture 
done.  On  the  other  hand,  of  course,  there  is  often  the  disad- 
vantage of  working  with  people  with  whom  one  cannot  reason  and 
cannot  therefore  investigate  for  various  reasons.  Secondly,  then, 
for  many  purposes,  insane  patients  are  no  better  or  worse  for  the 
study  of  many  problems  than  clinical  material  of  any  other  sort. 
For  the  study  of  problems  in  metabolism,  in  pathology,  and  fre- 
quently in  immunity,  it  is  the  organic  machine,  its  structure  and 
functioning  or  afunctioning  in  which  we  are  solely  interested, 
whether  or  not  a  psychosis  exists  may  or  may  not  be  a  matter 
of  concern  when  we  are  dealing  with  such  questions.  If,  on  the 
other  hand,  we  wish  to  investigate  the  relation  of  faulty  metab- 
olism, changes  in  bodily  resistance,  or  in  cell  structures  in  the 
various  psychoses,  it  immediately  becomes  a  matter  of  the  deepest 
concern  what  the  form  of  mental  alienation  is.  The  routine  ex- 
amination, the  special  psychological  investigations  and  the  study 
of  the  patient  by  all  trustworthy  laboratory  methods  immediately 
assumes  especial  significance. 

Psychiatry  has  advanced  because,  as  has  been  said  before,  of 
better  routine  ward  work,  more  thorough  psychological  analyses, 
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a  better  understanding  of  neuropathological  conditions,  and  in 
addition  has  advanced  and  is  advancing  because  immunity  offers 
a  field  for  investigation  unusually  inviting,  as  I  hope  to  point  out 
in  considering  immunity  in  relation  to  psychiatry. 

In  the  first  instance  psychiatry  stands  in  the  same  general  re- 
lationship to  immunity  as  does  any  branch  of  internal  medicine. 
There  are  other  aspects,  however,  in  which  the  relationship  may 
almost  be  said  to  be  peculiar  to  psychiatry  alone,  though  not  abso- 
lutely so.  With  the  questions  coming  up  in  regard  to  immunity, 
where  all  branches  of  internal  medicine  including  psychiatry  are 
of  interest,  we  need  pause  only  for  a  few  moments  to  consider 
these  very  briefly.  They  may  be  regarded  as  coming  under  two 
general  headings,  immunity  as  it  is  related  to  diagnosis  of  disease 
and  immunity  as  it  is  related  to  the  treatment  of  disease. 

The  field  of  immunity  proper  is  nowadays  not  limited  strictly 
so  as  to  include  only  the  study  of  things  which  tend  to  increase 
the  bodily  resistance.  While  this  is  of  fundamental  importance 
the  great  mass  of  work  that  has  been  done  and  is  being  done  has 
concerned  itself  with  attempting  to  elucidate  the  mechanisms  that 
result  in  heightened  or  lowered  resistance.  In  other  words  the 
working  out  of  elemental  ideas. 

Since  the  introduction  of  small-pox  vaccination  by  Jenner,  bi- 
ological products  have  been  known  in  some  way  to  heighten  our 
powers  of  resistance,  and  with  the  production  of  certain  anti- 
toxins, anti-sera  and  vaccines  great  progress  has  been  made  from 
the  therapeutic  point  of  view.  These  early  advances  in  immunity 
were  in  certain  respects  of  very  considerable  importance  from  a 
psychiatric  standpoint,  because  new  weapons  were  acquired  for 
fighting  infectious  disease  processes  that  were  especially  likely 
to  spread  rapidly  once  they  found  an  entrance  into  hospitals  for 
the  insane  where  many  patients  are  in  closest  association,  and 
many  of  these  most  difftcult  to  treat  as  ordinary  patients  owing 
to  the  fact  that  their  mental  disturbance  so  often  at  once  ruled 
out  all  hope  of  co-operation.  So  we  can  realize  the  great  value 
of  Von  Behring's  discovery  of  diphtheria  antitoxin  in  1891  when 
we  appreciate  the  fact  that  from  the  therapeutic  side  the  dis- 
covery of  any  means  whereby  we  can  confer  a  transient  immunity 
on  those  whose  general  resistance  is  often  lowered  because  of 
their  mental  disease,  thus  checking  a  possible  epidemic  or  greatly 


JOHN    G.    FITZGERALD.  1 29 

reducing  the  mortality  rate,  once  the  disease  has  broken  out;  it 
will  be  clear  that  while  such  immunilogical  advances  were  of  per- 
manent benefit  to  mankind  in  general  they  were  of  especial  value 
where  this  most  difficult  class  of  patients  was  concerned.  The 
value  of  other  antitoxins  and  sera  are  too  well  known  to  require 
further  consideration.  Because  of  the  fact,  however,  that  vaccine 
therapy  was  first  suggested  to  me  as  the  title  of  this  paper,  and 
also  because  of  the  fact  that  certain  special  work  has  been  done 
on  the  psychiatric  side  in  relation  to  it,  I  shall  merely  outline 
what  the  actual  status  is  at  the  present  time.  I  need  not  remind 
you  that  the  recent  remarkable  revival  of  interest  in  vaccine 
therapy  was  due  to  the  work  of  Sir  A.  E.  Wright,  to  whom  credit 
must  be  given  for  a  general  stimulation  of  interest  in  regard  to 
the  value  of  bacterial  vaccines.  I  do  not  purpose  here  considering 
at  all  in  detail  the  work  that  has  been  done,  but  shall  content 
myself  with  pointing  out  that  so  far  as  bacterial  vaccines  are  con- 
sidered their  field  of  usefulness  is  a  much  narrower  one  than  we 
at  first  believed,  and  that  while  they  are  of  the  greatest  value  in 
certain  selected  cases  only  disappointment  can  result  from  their 
use  in  many  other  conditions.  Unquestionably  in  local  infections 
with  micro-organisms  of  the  staphylococcus  group,  where  the 
condition  is  tending  to  chronicity,  they  are  often  of  value.  Sim- 
ilarly in  localized  tuberculosis,  tuberculin  is  valuable.  Some  cases 
of  bacilluria,  where  a  cystitis  exists  because  of  the  presence  of 
the  B.  coli,  a  vaccine  may  be  of  benefit.  Less  commonly  strepto- 
coccus vaccines  help  in  general  infections;  sometimes,  however, 
they  do  help  in  a  most  astonishing  fashion.  The  vaccines  pre- 
pared from  the  pneumococcus,  B.  typhosus,  gonococcus,  etc.,  have 
apparently  still  less  value  in  treatment.  The  typhoid  vaccine  has. 
however,  probably  a  field  of  usefulness  as  a  prophylactic  measure. 
Since  the  announcement  by  Robertson  and  his  co-workers  of  the 
discovery  of  the  B.  paralyticans  numerous  attempts  have  been 
made  to  prepare  vaccines  that  would  prove  of  value  in  the  treat- 
ment of  general  paralysis  of  the  insane.  This  hope  has  not  been 
fulfilled,  and  no  authentic  cure  in  the  case  of  paresis  by  the  use 
of  a  bacterial  vaccine  has  been  reported.  Obviously  in  this  in- 
stance the  true  etiologic  relationship  of  the  B.  paralyticans  to 
paresis  should  have  been  proven  beyond  question  before  it  was 
anticipated  that  such  vaccines  were  to  be  of  the  slightest  value. 
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Just  two  other  considerations  in  regard  to  bacterial  vaccines.  It 
has  been  shown  that  autogenous  vaccines  are  generally  speaking 
of  greater  value  than  are  stock  vaccines,  and  further  that  the 
opsonic  index  is  too  untrustworthy  in  the  hands  of  very  many 
workers  to  be  a  reliable  guide  to  treatment  with  vaccines ;  and, 
that  all  things  being  considered,  careful  clinical  observations  serve 
as  more  useful  guides  as  to  when  bacterial  vaccine  should  be  given 
and  as  to  what  value  they  are  in  the  treatment  of  conditions  due 
to  pathogenic  micro-organisms. 

The  value  of  many  diagnostic  reactions  that  owe  their  origin 
to  research  in  immunity  is  quite  considerable,  and  some  of  these 
deserve  consideration  at  greater  length.  Among  those,  however, 
which  need  not  detain  us  long  is  the  tuberculin  reaction.  It  is 
a  matter  of  common  knowledge  to  those  familiar  with  psychiatric 
matters  that  any  reliable  method  for  the  diagnosis  of  tuberculosis 
would  be  of  the  greatest  value  in  this  field.  Several  methods  have 
been  described  within  the  past  five  years.  Of  these  the  Wolff- 
Eisner  or  Calmette,  ophthalmo-tuberculin  test ;  the  Von  Pirquet 
cutaneous  and  the  Moro  percutaneous  tests  are  best  known.  All 
of  these  have  been  given  an  extensive  trial,  and  the  results  have 
not  been  altogether  encouraging.  In  an  article  in  a  recent  number 
of  The  American  Journal  of  Insanity,  Lane  gives  the  results 
of  an  investigation  in  100  cases  tested  by  the  Moro  method.  An 
examination  of  this  work  cannot  go  far  towards  raising  our  hopes 
in  regard  to  the  diagnostic  value  of  tuberculin  among  the  insane. 
Unfortunately,  40  cases  of  the  100  had  no  physical  examination 
made  and  in  a  large  number  the  sputum  was  not  examined.  The 
results  of  this  work,  therefore,  cannot  be  regarded  as  being  very 
satisfactory,  and  offer  nothing  new  to  confirm  the  diagnostic  value 
of  tuberculin  applied  in  this  way.  The  rather  unsatisfactory  nature 
of  tuberculin  as  a  diagnostic  agent  is  more  and  more  becoming 
evident  (unpublished  paper  by  Caulfield  and  co-workers — National 
Tuberculosis  Sanitarium,  Gravenhurst) ,  and  is  to  be  greatly 
regretted  from  the  psychiatric  standpoint,  because  a  satisfactory 
method  of  diagnosis  of  tuberculosis  independent  of  clinical  and 
other  laboratory  findings  would  be  of  the  greatest  value  in  hos- 
pitals for  the  insane  where  a  physical  examination  may  be  impwDS- 
sible  and  where  sputum  is  often  difficult  to  obtain.  It  undoubtedly 
may  often  happen  that  there  is  greater  harmony  in  autopsy  find- 
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ings  and  the  result  of  tuberculin  tests  than  between  clinical  find- 
ings and  the  results  of  tuberculin  tests,  but  this  is  not  of  especial 
value  when  the  segregation  of  tuberculous  insane  patients  is  the 
consideration  which  mostly  concerns  us.  It  is  further  a  note- 
worthy fact  that  in  just  those  cases  of  tuberculosis,  in  the  insane, 
where  the  disease  is  farther  advanced  and  where  a  positive  reaction 
would  be  of  great  value,  that  a  negative  result  is  obtained  the 
patient  being  in  a  so-called  refractory  period  because  of  excessive 
auto-intoxication.  Many  of  just  such  cases  cannot  be  examined 
physically  and  are  a  great  source  of  danger  to  all  those  with 
whom  they  come  in  contact. 

Another  diagnostic  measure  that  has  been  used  not  only  in 
psychiatry  but  also  in  other  branches  of  general  medicine  and 
found  to  be  of  great  value  is  the  Wassermann  sero-diagnostic 
method  for  syphilis ;  since  this  has  a  most  important  bearing  on 
psychiatry  it  will  be  considered  at  greater  length.  Before  doing 
so,  however,  one  other  diagnostic  measure  recently  introduced 
will  be  briefly  dealt  with.  This  is  the  method  known  as  the  Much- 
Holzmann  psycho-reaction,  and  was  regarded  as  being  of  especial 
interest  to  psychiatrists,  and  of  having  an  especial  relation  to 
psychiatry.  Unfortunately,  however,  the  original  claims  have 
not  been  substantiated,  and  it  is  definitely  known  that  as  a  diag- 
nostic measure  the  Much-Holzmann  test  is  of  little  value.  The 
originators  claimed  to  have  shown  that  the  blood  serum  of  pa- 
tients suffering  from  manic-depressive  psychosis,  from  dementia 
praecox,  from  certain  cases  of  epileptic  insanity,  and  from  some 
persons  who  had  no  psychosis,  but  in  whose  family  a  history  of 
mental  disease  existed  inhibited  hemolysis  of  human  corpuscles 
by  cobra  venom.  It  was  known  that  cobra  venom  had  the  prop- 
erty of  hemolysing  human  red  blood  corpuscles,  and  it  had  been 
shown  by  Noguchi  that  all  human  sera  have  the  power  of  inhib- 
iting this  hemolysis  to  a  greater  or  less  extent.  Plaut,  in  an 
examination  of  the  sera  from  60  patients  suffering  from  various 
conditions  obtained  8  positive  and  13  negative  results  in  21  cases 
of  manic-depressive  psychosis,  i  positive  and  4  negative  results 
in  5  cases  of  dementia  praecox,  and  3  positive  and  2  negative  in 
5  cases  of  epilepsy.  He  found  further  that  various  other  condi- 
tions than  any  of  those  specified  by  Much  and  Holzmann  also 
gave  positive  result*^.    Such  conditions  as  the  psychopathias,  Kor- 
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sakoff's  psychosis,  sarcomatosis,  organic  brain  disease,  etc.  Some- 
what similar  results  were  obtained  by  Schultz,  who  obtained, 
however,  a  somewhat  higher  percentage  of  positive  results  in 
dementia  prsecox.  The  results  of  Eisner  and  Kronfeld,  Fraenkel, 
Beyer  and  Wittleben,  and  R.  Kraus,  all  tend  to  corroborate  the 
results  of  the  first  mentioned  workers.  Rosanoff  in  an  examina- 
tion of  the  sera  from  38  cases  of  manic-depressive  psychosis  ob- 
tained 22  positive  results,  14  negative  and  2  questionable,  in 
epilepsy  with  insanity  out  of  12  cases  tested  2  gave  positive  re- 
sults, 6  negative  and  in  the  findings  4  were  questionable.  In 
manic-depressive  psychosis  of  15  cases  investigated  the  result 
was  negative  14  times  and  questionable  once.  My  own  results 
were  even  less  satisfactory  than  those  of  Rosanoif  in  regard  to 
manic-depressive  psychosis.  In  33  sera  examined  not  one  case 
of  dementia  praecox  or  manic-depressive  psychosis  gave  a  positive 
result.  Certain  other  conditions,  however,  did  give  total  inhibi- 
tion of  hemolysis.  From  the  point  of  view  of  diagnosis  then  the 
Much-Holzmann  psycho-reaction  has  not  justified  the  position 
assigned  to  it  by  its  originators.  Just  here,  however,  it  should  be 
pointed  out  that  while  all  that  was  claimed  for  the  psycho-reaction 
has  not  been  proven,  still  differences  in  the  sera  of  patients  with 
certain  psychoses  have  been  shown  to  exist,  and  this  may  be  only 
the  first  step  in  a  direction  which  will  prove  exceedingly  valuable. 
The  attitude  of  mind  which  interprets  advances  always  in  terms 
of  the  immediate  practical  applicability  of  a  given  step  forward 
may  prove  the  same  hindrance  in  psychiatry  that  it  is  in  certain 
other  branches  of  internal  medicine.  That  the  sera  of  patients 
with  dementia  prsecox,  etc.,  differ  from  certain  normal  sera  in 
a  given  particular,  and  that  normal  sera  also  vary  in  this  same 
particular,  is  an  advance  in  our  knowledge  of  the  inhibitory  action 
of  sera  and  as  such  is  of  value.  Geissler,  working  in  Aschaffen- 
burg's  clinic,  has  recently  gone  over  the  ground  very  carefully, 
and  his  results  are  recorded  and  the  present  status  of  the  question 
given  in  a  late  number  of  the  Deutsche  Medizinische  Wochen- 
schrift  (17  Feb.  1910).  Those  interested  in  the  subject  further 
are  referred  to  this  work. 

With  the  aid  of  one  method  derived  from  research  in  immunity, 
psychiatry  has  advanced  more  definitely  in  a  truly  scientific  fashion 
in  the  last  five  years  than  it  had  advanced  in  any  like  period  of 
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time  since  it  has  been  a  separate  branch  of  medical  science.  This 
method  is  the  Wassermann  method  for  the  sero-diagnosis  of 
syphilis.  To  be  included  in  the  same  category  also  is  the  No- 
guchi  method  of  showing  fixation.  With  the  discovery  of  the 
treponema  pallidum  by  Schaudinn  and  Hoffmann  our  knowledge 
of  syphilis  and  para  syphilitic  infections  immediately  went  for- 
ward by  leaps  and  bounds.  To  the  stimulation  resulting  from  this 
discovery  we  are  probably  indebted  for  the  working  out  of  a 
highly  satisfactory  method  of  showing  the  relationship  probably 
existing  between  syphilis  and  paresis. 

The  Wassermann  method  of  sero-diagnosis  of  syphilis  is  based 
on  the  well-known  reaction  of  fixation  of  Bordet  and  Gengou 
by  means  of  which  it  is  possible  to  show  in  a  given  serum  the 
presence  of  antibacterial  sensitizers,  or  so-called  fixation  anti- 
bodies. The  reaction  consisted  in  determining  whether  an  anti- 
body existed  in  a  serum  when  the  antigen  was  added  to  the 
serum  to  which  alexin  had  also  been  added.  As  an  illustration, 
if  a  small  quantity  of  B.  typhosus  is  taken,  and  to  this  is  added 
a  small  amount  of  inactivated  (heated  to  56°  for  30  minutes) 
rabbit  anti-antityphoid  serum  and  a  certain  quantity  of  alexin 
(complement,  normal  guinea-pig  serum),  the  latter  is  fixed  so 
that  when  suitably  sensitized  red  blood  cells  are  added  because 
the  alexin  is  fixed  no  hemolysis  occurs.  Obviously  this  method 
may  be  used  for  the  detection  of  either  an  antibody  or  an  antigen 
(a  substance,  the  injection  of  which  results  in  the  production  of 
an  antibody) ,  provided  the  one  or  the  other  is  known  to  be  present. 
As  antigen  in  the  specific  antibody — antigen  reaction  or  the  re- 
action of  fixation ;  bacterial  emulsions  are  used.  Wassermann, 
Neisser  and  Bruck,  however,  were  confronted  with  the  difficulty 
of  being  unable  to  use  cultures  of  the  treponema  because  the 
organism  had  not  been  grown  on  culture  media.  As  a  substitute, 
therefore,  salt-solution  emulsions  of  foetal  syphilitic  livers  known 
to  contain  treponema  were  used.  Almost  at  once  after  it  was 
shown  that  positive  reactions  were  obtained  in  syphilis,  Wasser- 
mann and  Plaut  applied  the  method  to  general  paralytics.  They 
obtained  a  high  percentage  of  positive  results,  but  not  as  high  as 
have  some  observers  since  that  time.  A  very  great  number  of 
cases  have  been  investigated  by  the  Wassermann  method,  14,529 
cases  up  to  September,  1909,  have  been  collected  by  Bruck  (one 
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of  Wassermann's  collaborators)  (Bruck's  monograph).  Of  these 
cases  5028  were  controls,  that  is,  were  from  definitely  negative 
cases,  and  only  59  reacted  positively.  The  reaction  at  the  present 
time  while  founded,  by  analogy,  on  the  reaction  of  fixation  can 
no  longer  be  regarded  as  a  specific  biological  phenomenon.  That 
is,  it  is  not  a  true  antibody-antigen  reaction.  This  is  admitted  by 
those  who  devised  the  method  and  practically  everywhere  acknowl- 
edged to  be  true.  To  quote  Bruck  on  this  point  we  read  that 
"  The  reaction  is  not  in  a  biological  sense  specific,  but  it  is  in  the 
highest  degree  characteristic  of  syphilis."  The  change  of  view 
in  regard  to  the  nature  of  the  reaction  was  based  on  the  following 
facts.  It  was  at  first  believed  that  as  antigen  only  luetic  organ 
extracts  could  be  used,  and  the  salt-solution  emulsions  were  the 
ones  designated.  Marie  and  Levaditi,  Michaelis,  and  Porges  and 
Meier  showed  that,  first  alcoholic  extracts  of  normal  livers  could 
be  used.  Soon  it  was  shown  that  the  lecithins  had  antigenic 
value.  Similar  properties  were  said  to  be  possessed  by  sodium 
oleate  and  guinea-pig  heart  muscle.  Then,  again,  it  was  determined 
that  the  reaction  was  obtained  from  sera  other  than  those  obtained 
from  luetics.  Eitner  showed  that  serum  from  cases  of  leprosy 
gave  positive  results,  findings  substantially  corroborated  by  George 
Meier,  Grancher  and  Abrami  and  others.  Hoffmann  and  Blumen- 
thal  obtained  similar  results  in  framboesia,  a  condition  caused  by 
the  spirochseta  pertenius,  described  by  Castellani.  Landsteiner, 
Muller  and  Potzl  injected  rabbits  with  trypanosome  equiperdum 
and  trypanosome  gambiense,  and  later  with  the  sera  of  these  rab- 
bits obtained  positive  results.  These  results  were  also  obtained 
in  dourine  by  Schilling  and  Meier,  and  in  other  trypanosome  in- 
fections by  Hartoch  and  Jokinoff,  and  by  Levaditi  and  Muter- 
milch.  Much  and  Eichelberg  obtained  positive  results  in  about 
40  per  cent  of  cases  of  scarlet  fever.  Many  workers,  however, 
have  been  unable  to  substantiate  these  results.  Among  others 
Schleissner  with  20  cases  of  scarlet  fever  obtained  no  positive 
results.  Similarly  Jochmann  and  Topfer  with  33,  Meier  with  52 
and  Hohne  with  37  cases  of  scarlet  fever  did  not  obtain  a  single 
positive  result.  Boas  and  Hauge  with  61  scarlet  fever  sera  ob- 
tained once  a  week  inhibition  of  hemolysis ;  and  Zeissler  working 
under  Much's  direction  in  42  cases  obtained  only  3  positive  re- 
sults.   Bruck  has  shown  that  while  some  cases  of  scarlet  fever  do 
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undoubtedly  react  positively,  the  inhibition  is  much  less  marked 
(determined  by  diminishing  the  dose  of  serum),  much  more 
transient,  and  only  present  in  a  limited  number  of  cases.  He 
showed  further  that  different  organ  extracts  exhibit  great  varia- 
tions in  their  antigenic  value ;  36  sera  from  25  cases  were  tested 
with  3  different  extracts  with  the  following  results:  With  the 
first  extract  1 1  sera  tested,  5  reacted  positively ;  with  the  second 
extract,  22  cases  examined,  2  reacted  positively;  with  the  third 
extract,  14  sera  examined,  not  one  reacted  positively.  Korschum 
and  Liebfeld  have  obtained  positive  results  in  recurrent  fever, 
and  Bohm  has  reported  positive  results  in  malaria ;  these  latter 
findings  have  been  questioned.  In  certain  generalized  infections 
late  in  the  disease,  a  few  days  before  death,  positive  results  have 
been  reported,  and  it  would  seem  that  sera  tested  at  this  time 
should  be  regarded  with  question. 

It  will  be  seen  that  many  other  conditions  than  syphilis  may 
give  positive  results.  Practically  none  of  these,  however,  are 
likely  to  be  confounded  clinically  with  syphilis,  and  furthermore 
a  much  higher  percentage  of  syphilitic  sera  react  positively  than 
do  sera  from  any  other  conditions. 

To  go  on  then  to  a  consideration  of  the  results  when  the  re- 
action is  applied  in  psychiatry.  When  the  cerebro-spinal  fluid 
of  patients  with  paresis  is  investigated  from  90  to  100  per  cent 
react  positively;  and  if  we  apply  the  present-day  interpretation 
of  such  findings,  we  can  only  conclude  that  in  these  cases  the 
treponema  pallidum  is  active.  Plaut  and  Fischer,  and  very  many 
others,  have  investigated  the  relation  of  the  Wassermann  reaction 
to  paresis  in  extenso.  The  conclusions  of  Rosanoff  and  Wiseman 
apply  to  all  the  work  done  up  to  this  time,  and  the  statement  that 
*'  any  doubt  of  the  essential  dependence  of  paresis  upon  syphilitic 
infection  can  no  longer  be  entertained,"  sums  up  briefly  and  con- 
cisely the  views  of  all  those  best  qualified  to  speak.  I  need  here 
only  mention  that  the  Noguchi  modification  of  the  original  Was- 
sermann method  is  being  largely  used  and  with  very  satisfactory 
results.  It  is  of  little  significance,  however,  which  method  is 
adopted  if  either  one  will  give  from  90  to  100  per  cent  of  positive 
results.  What  seems  to  the  present  writer  of  much  greater  con- 
sequence is  the  question  of  the  real  nature  of  the  reaction.  Let  us 
consider  then  what  is  actually  known  in  regard  to  the  substances 
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concerned  in  fixation.  Because  it  should  be  kept  in  mind  that  on 
the  last  analysis  all  we  can  say  of  the  reaction  is  that  there  are 
certain  substances  in  the  blood  serum  in  syphilitics  in  the  cerebro- 
spinal fluid  in  general  paresis  and  in  tabes  which  unite  with  cer- 
tain organ  extracts  to  form  a  complex  which  has  the  property  of 
fixing  alexin  (complement). 

In  regard  to  the  nature  of  the  substance  of  the  serum  which 
give  fixation  the  work  of  Levaditi  and  Yamanouchi  and  Noguchi 
has  been  the  most  extensive.  The  former  workers  claim  to  have 
been  able  to  extract  the  native  substances  with  alcohol  and  regard 
them  as  lipoids.  Noguchi,  on  the  contrary,  has  come  to  quite 
dififerent  conclusions  and  has  shown  that  the  alcohol  soluble  sub- 
stances in  serum  and  cerebro-spinal  fluids  of  positive  cases  do  not 
give  the  Wassermann  reaction.  He  has  shown  also  that  the 
active  substances  are  precipitated  in  the  globulin  and  englobulin 
fractions  chiefly ;  that  temperatures  of  70°  to  'j(:i°  C.  destroy  these 
substances,  and  that  they  deteriorate  when  exposed  to  sunlight, 
can  be  destroyed  by  weak  acids  and  alkalies  and  the  action  of 
direct  sunlight  and  a  photodynamic  substance  such  as  eosin.  He 
concludes  also  that  the  active  substances  in  the  blood  and  cerebro- 
spinal fluids  cannot  be  separated  from  them  or  from  the  globulin 
precipitate  by  alcohol,  as  was  noted  above. 

In  the  matter  of  the  antigen  a  very  considerable  amount  of 
work  has  been  done  and  much  diversity  of  opinion  exists  as  to 
the  real  nature  of  the  antigenic  substance  or  substances.  It  is 
with  this  problem  that  I  have  chiefly  concerned  myself.  Before 
giving  the  results  of  work  done  it  is  necessary  to  point  out  what 
has  been  done  already.  As  has  already  been  noted  Marie  and 
Levaditi,  Michaelis,  and  Porges  and  Meier  showed  that  the 
alcoholic  extract  of  either  a  leutic  or  normal  liver  could  be  used 
as  antigen.  Also  that  lecithin  gave  fixation  with  luetic  sera. 
Levaditi  and  Yamanouchi  then  showed  that  substances  soluble 
in  alcohol  that  resisted  heating  to  80°  C,  thus  behaving  like 
lipoids,  acted  as  antigen.  Landsteiner,  Noguchi,  Porges  and 
Meier  came  to  similar  conclusions.  Gross  and  Volk  then  showed 
that  alcoholic  extracts  of  human  heart  muscle  from  which  they 
claimed  to  have  extracted  lecithin  gave  fixation;  therefore  they 
concluded  that  while  the  antigen  might  be  a  lipoid  it  was  not 
lecithin  alone.    Controversy  has  long  been  waged  with  regard  to 


JOHN    G.    FITZGERALD.  1 37 

the  relative  merits  of  alcoholic  and  watery  extracts  of  organs. 
Salt-solution  emulsions  of  normal  organs  have  no  antigenic  value ; 
this  has  been  shown  by  Kabayoshi,  Plant,  Lesser  and  others.  This 
latter  finding  we  have  been  able  to  prove  on  more  than  one  occa- 
sion. As  to  the  value  of  watery  extracts  and  alcoholic  extracts 
of  luetic  livers  differences  also  exist.  Plant  and  Ludwig  Meyer 
and  Citron  maintain  that  watery  luetic  extracts  are  preferable. 
Bruck,  on  the  contrary,  insists  strongly  on  the  use  of  alcoholic 
liver  extract  of  luetic  foetuses.  Noguchi  has  investigated  the 
antigenic  value  of  the  bile  salts,  of  cholestrin,  sodium  oleate  and 
other  substances.  He  has  investigated  further  the  nature  of  the 
antigen  and  in  a  personal  communication  to  the  writer  within  the 
past  two  months  has  summarized  his  views  based  on  experimental 
work  as  follows :  "  If  aqueous  or  alcoholic  extracts  of  congenital 
luetic  foetal  liver  is  taken  the  extracts  contain  many  varieties  of 
proteins  and  their  autolyzed  products  besides  essential  lipoids. 
A  clear,  transparent,  amber-hued  alcoholic  extract  of  such  a  liver 
when  evaporated  to  dryness  and  extracted  with  ether  leaves  a 
large  quantity  of  residue  which  contains  salts,  proteins,  decom- 
posed proteins  and  glycogen.  While  held  in  solution  these  latter 
before  evaporation  are  no  longer  soluble  in  water.  This  residue, 
when  made  into  a  i  per  cent  solution  and  added  to  active  serum, 
binds  (fixes)  alexin  (complement)  while  the  constituents  capable 
of  giving  the  Wassermann  reaction  are  no  longer  in  it  (this  is 
the  so-called  non-specific  proteotrophic  fixation  of  Noguchi).  They 
went  over  to  ether  from  which  they  can  be  precipitated  by  acetone. 
The  acetone  soluble  portion,  chiefly  neutral  fats,  fatty  acids  and 
cholestrin  is  not  only  unsuitable  for  antigen,  but  it  contains 
hemolytic  and  anticomplementary  substances.  For  this  reason, 
then,  I  always  recommend  the  use  of  the  acetone  insoluble  frac- 
tion of  tissue  lipoids."  The  work  of  Noguchi,  on  which  these 
conclusions  are  based,  was  of  a  fundamental  character,  and  be- 
cause of  the  fact  that  it  was  a  matter  that  had  not  been  investi- 
gated elsewhere.  Professor  Leathes  and  the  writer  have  gone  into 
the  question  somewhat  in  detail,  and  not  only  has  the  ground 
covered  in  Noguchi's  communication  been  gone  over  but  also  the 
fundamental  question  as  to  whether  luetic  liver  extracts  possessed 
higher  antigenic  value  than  normal  liver  extracts.    Furthermore, 
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the  question  as  to  what  constituted  a  suitable  antigen  has  been 
considered.  It  seemed  eminently  desirable  if  further  light  was 
to  be  thrown  on  the  question  of  the  antigen  to  secure  the  co- 
operation of  someone  adequately  trained  in  chemical  methods  to 
share  in  the  work.  It  was  also  necessary  that  the  chemistry  of 
the  liver  should  be  famiHar  ground  to  those  engaged  in  the 
chemical  side  of  the  work.  This  side  of  the  work  has  been  done 
by  Dr.  J.  B.  Leathes.  Our  method  of  experimentation  was  as 
follows:  Sera  and  cerebro-spinal  fluids  from  known  positive 
cases  of  syphilis,  and  from  paretics,  have  been  used  in  standard 
fixed  amounts.  For  alexin  (complement)  fresh,  normal  guinea- 
pig  serum  was  used;  it  has  varied  from  24-hour  to  72-hour 
alexin,  but  has  always  been  tested  in  the  hemolytic  system  pre- 
liminary to  using  it.  The  hemolytic  system  used  was  rabbit  anti- 
sheep,  I  cc.  of  a  5  per  cent  suspension  of  washed  sheep's  blood, 
and  from  one  to  three  units  of  sensitizer.  The  tubes,  after  being 
prepared,  have  been  placed  in  the  thermostat  for  i  hour  at  37°  C. 
to  permit  of  fixation  taking  place.  They  have  then  had  the  hemo- 
lytic system  added,  and  after  a  second  hour  in  the  thermostat 
the  results  have  been  read.  As  the  factor  under  investigation  was 
the  antigen,  various  extracts  have  been  prepared.  We  have  lim- 
ited ourselves  in  the  work  entirely  to  the  use  of  normal  and 
luetic  liver  extracts  because  it  has  not  seemed  to  be  of  any  espe- 
cial advantage  to  multiply  the  number  of  organs  from  which  ex- 
tracts could  be  obtained.  Several  observers  have  claimed  to  have 
obtained  a  higher  percentage  of  positive  results  with  luetic  ex- 
tracts (Porges  and  Meier,  Bruck  and  others),  but  it  is  to  be  kept 
in  mind  that  there  were  simply  alcoholic  extracts  of  normal  or 
luetic  livers ;  further  extraction  has  not  been  done  except  by 
Noguchi,  Gross  and  Volk,  and  one  or  two  others,  and  only  the 
first-named  worker  has  carried  the  investigation  any  distance. 
All  the  organ  extracts  have  been  tested  in  varying  doses  with  posi- 
tive sera,  the  results  being  always  controlled  with  a  standardized 
antigen  (originally  an  alcoholic  extract  of  luetic  foetal  liver  se- 
cured from  Dr.  F.  P.  Gay,  who  in  turn,  obtained  it  from  Professor 
Calmette). 

Naturally  we  have  had  occasion  to  use  various  sera  and  cerebro- 
spinal fluids;  it  has  been  necessary  therefore  to  always  first  de- 
termine whether  or  not  they  gave  complete  fixation  with   the 
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antigen  of  known  strength.  It  is  well  known  that  organ  extracts 
deteriorate  considerably,  especially  if  kept  for  long  periods  of 
time ;  this  has  been  checked  by  preparing  fresh  standard  antigens. 
By  using  sera  then  of  known  strength  it  has  been  possible  to 
quantitatively  compare  the  antigenic  value  of  various  organ  ex- 
tracts. This  we  have  done.  We  were  at  once  able  to  show,  as 
have  various  others,  that  watery  extracts  of  normal  livers  have 
no  value  as  antigen.  The  next  step  was  the  determination  of  the 
value  of  alcoholic  extracts  of  normal  livers.  It  should  be  noted 
at  this  time  that  in  order  that  an  organ  extract  be  suitable  for 
antigen  there  are  certain  essential  features  in  which  it  must  not 
be  wanting.  These  have  been  summarized  by  Swift  as  follows: 
(i)  It  should  not  prevent  hemolysis  when  mixed  with  the  hemo- 
lytic system.  (2)  It  should  give  a  positive  reaction  in  a  large 
proportion  of  syphilitic  cases  and  should  not  react  with  non-luetic 
sera.  (3)  It  should  retain  its  antigenic  qualities  for  some  time 
so  that  comparative  tests  may  be  made.  In  addition  to  these  re- 
quirements we  have  always  tested  for  anticomplementary  effects 
and  hemolytic  action  in  the  following  way:  To  learn  whether 
any  anticomplementary  activity  existed  twice  the  maximum  dose 
of  antigen  (0.4  cc.)  has  been  added  to  a  tube  containing  the 
system ;  any  evidence  of  inhibition  of  hemolysis  has  been  regarded 
as  a  manifestation  of  anticomplementary  activity  after  2  hours 
at  37°  C.  in  the  thermostat.  Similarly  the  maximum  dose  of  the 
antigen  used  has  been  added  to  a  tube  containing  i  cc.  of  a  5 
per  cent  suspension  of  washed  sheep's  blood,  and  the  mixture 
incubated  for  i  to  2  hours  at  37°  C.  in  the  thermostat.  Any  trace 
of  hemolysis  has  been  interpreted  as  indicating  hemolytic  activity 
on  the  part  of  the  antigen.  Doses  of  antigen  from  0.05  cc.  to 
0.2  cc.  have  been  used,  the  absolute  amount  in  each  instance  being 
I  cc.  In  this  way  alcoholic  extracts,  ether  extracts,  acetone  soluble 
and  insoluble  fractions,  and  certain  other  extracts  of  normal  and 
luetic  livers  have  had  their  antigenic  value  quantitatively  deter- 
mined with  various  luetic  sera  and  paretic  cerebro-spinal  fluids. 
Our  procotols  and  the  details  of  the  experimental  work  we  expect 
to  publish  shortly.  Our  results,  however,  may  be  concisely  stated 
here.  We  have  learned  that  acetone  soluble  fractions  of  normal 
livers  extracted  first  with  alcohol  and  later  with  ether,  then 
fractioned  with  acetone,  have  high  antigenic  value.    We  have  not 


140  IMMUNITY    IN    RELATION    TO   PSYCHIATRY. 

been  able  to  find  that  they  have  anticomplementary  activity  or 
hemolytic  properties,  although  those  have  been  carefully  looked 
for.  Acetone  insoluble  fractions  of  normal  livers  are  also  valuable 
antigenic  mixtures,  slightly  less  active  than  acetone  soluble,  and 
have  no  anticomplementary  or  hemolytic  action.  Both  the  acetone 
soluble  and  the  acetone  insoluble  fractions  may  be  heated  on  a 
boiling  bath  for  20  minutes  and  still  retain  their  antigenic  activity. 
This  observation  we  have  repeatedly  made.  Alcoholic  and  ethereal 
extracts  of  normal  livers  have  slight  antigenic  value,  but  it  is 
much  less  when  estimated  by  these  methods  than  that  possessed 
by  the  fractions  already  spoken  of.  Luetic  liver  extracts,  when 
prepared  in  the  same  manner  as  the  normal,  have  high  antigenic 
value.  The  acetone  soluble  portion,  especially  in  one  or  two  ex- 
periments, showing  the  highest  antigenic  value  of  any  organ 
extracts  prepared.  Slight  quantitative  differences  seem  at  times 
to  exist  between  luetic  extracts  and  normal  extracts  when  the 
acetone  soluble  portion  is  used.  Such  slight  variations  may  be 
due  to  inherent  differences  in  different  livers,  apart  from  their 
being  the  seat  of  a  syphilitic  disease  process.  Acetone  soluble 
fractions  of  normal  livers  can  be  made  up  into  relatively  stable 
emulsions  with  0.9  salt  solution,  and  they  retain  their  potency 
for  a  considerable  period  of  time.  So  far  our  normal  liver  ex- 
tracts have  been  more  stable  than  have  the  luetic  extracts  with 
which  we  have  worked.  In  one  of  our  earlier  experiments  the 
acetone  fractions  showed  anticomplementary  activity.  On  no 
subsequent  occasion  were  we  able  to  get  any  trace  of  this  again. 
The  substances  contained  in  such  acetone  fractions  are  probably 
neutral  fats,  fatty  acids  and  certain  other  substances  which  such 
a  combination  of  neutral  fats  and  fatty  acids  are  able  to  hold  in 
solution.  We  do  not  feel  at  the  present  time  justified  in  con- 
cluding finally  that  from  the  side  of  the  antigen  the  reaction  is 
essentially  due  to  the  presence  of  neutral  fats  and  fatty  acids  with 
certain  other  substances,  all  of  which  might  be  present  in  a  normal 
liver  in  a  larger  amount  than  in  a  given  luetic  liver.  We  do 
feel  that  it  is  quite  within  the  range  of  possibility  that  other  and 
more  essential  substances  may  yet  be  extracted  from  the  fractions 
with  which  we  have  been  working.  The  fact  that  normal  livers 
contain  apparently  in  abundance  substances  which  have  antigenic 
value  is  further  corroborative  evidence  of  the  view  that  the  Was- 
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sermann  method  is  not  a  true  antibody-antigen  reaction  in  the 
sense  in  which  we  ordinarily  understand  it.  But  our  conceptions 
of  such  reactions  may  have  to  be  modified  when  they  are  investi- 
gated further,  and  the  foundation  stones  on  which  biological 
specificity  in  the  sense  in  which  it  is  used  in  antibody-antigen 
reactions  may  not  be  too  secure  when  the  problem  is  so  viewed. 
One  of  us  (Fitzgerald)  is  carrying  on  further  work  on  this  point. 
Specificity  is  one  of  the  most  comprehensive  problems  in  im- 
munity to-day.  Research  in  this  direction  is  of  the  greatest  import. 
Psychiatry  has  a  splendid  opportunity  to  share  in  the  work  and 
to  benefit  by  the  results.  If  this  communication  has  in  any  way 
been  of  service  in  stimulating  interest  in  the  direction  indicated, 
the  writer  is  well  repaid. 

Note. — Since  the  above  paper  was  written  two  articles  on  the  quantita- 
tive estimation  of  antigenic  values,  one  by  Sachs  and  Rondoni-Florenz  and 
the  other  by  Schatiloff  and  Isabolinsky,  have  come  to  my  notice  (Zeitschrift 
fiir  Immunitatsforschung  i.  Abt.  1909,  Orig.  132  and  316).  The  conclusions 
of  these  writers  is  that  alcoholic  extracts  of  luetic  livers  have  greatest 
value  as  antigens.  The  work  of  Noguchi  and  that  presented  in  the  com- 
munication of  the  writer  has  shown  that  by  further  extraction  other  sub- 
stances are  obtained  and  the  conclusions  of  the  above-mentioned  workers 
may  have  to  be  revised. 


REPORT  OF  THE  COMMITTEE  ON  MEDICAL  EXPERT 
TESTIMONY  OF  THE  AMERICAN  MEDICO- 
PSYCHOLOGICAL  ASSOCIATION. 

In  the  torrent  of  comment  and  contention  which  has  long  been 
raging  about  medical  expert  testimony,  there  has  been  thus  far 
no  concerted  expression  of  opinion  from  the  alienists  of  this 
country  who  are  the  chief  targets  for  the  adverse  and  widespread 
criticism  that  prevails  on  this  subject.  It  it  time,  therefore,  that 
the  position  of  this  Association  on  this  question  in  its  various 
aspects  and  particularly  as  it  relates  to  the  insanity  defence  in 
criminal  cases  should  be  clearly  defined,  and  the  difficulties  under 
which  the  alienist  labors  and  the  injustice  done  him  made  plain. 

This  is  the  tenor  of  the  resolution  which  led  to  the  appointment 
of  your  committee  and  in  this  report  and  the  accompanying  reso- 
lutions we  have  undertaken  the  very  difficult  task  of  so  presenting 
the  issue  that  it  shall  represent  the  united  opinion  of  this  Asso- 
ciation in  so  far  as  it  bear  on  the  attitude  and  position  of  its 
members. 

The  number  of  alienists  who  figure  in  homicide  trials  or  for 
that  matter  in  medico-legal  cases  of  any  description  is  insignifi- 
cant when  compared  with  the  cloud  of  medical  witnesses  giving 
expert  testimony  in  cases  arising  from  personal  injury  which  are 
largely  responsible  for  the  flood  of  litigation  which  is  overwhelm- 
ing our  courts.  Many  of  these  witnesses  also  are  general  physi- 
cians whose  opinions  are  not  based  on  special  accomplishment  in 
any  single  branch  of  medicine.  Therefore,  there  necessarily  must 
be  far  more  opportunity  for  defective  medical  testimony  to  be 
oflfered  in  such  cases  than  during  criminal  trials  in  which  the 
question  of  insanity  is  involved. 

Nevertheless  it  is  the  physician  in  mental  diseases  whose  evi- 
dence has  to  bear  the  brunt  of  public  criticism  and  abuse  because 
of  the  importance  of  the  issue  and  the  wide  publicity  given  to 
details  of  murder  trials  of  which  his  testimony  is  a  conspicuous 
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feature.  The  physician  who  is  called  to  testify  on  purely  medical 
or  surgical  questions  is  brought  into  no  such  prominence.  On 
the  other  hand,  all  eyes  are  on  the  alienist  and  so  great  is  the  in- 
dignation and  desire  for  retaliation  on  the  murderer  that  except 
in  the  most  obvious  cases  of  insanity  any  medical  testimony  which 
favors  irresponsibility  is  sure  of  hostile  scrutiny  from  the  start 
no  matter  how  sound  and  unbiassed  it  may  be. 

The  alienist  on  the  witness  stand  faces,  therefore,  a  great 
responsibility  and  a  single  dishonest  physician  may  bring  more 
discredit  upon  himself  and  his  medical  brethren  because  of  this 
prominence  than  a  dozen  unscrupulous  medical  witnesses  in  acci- 
dent cases.  That  this  Association  is  fully  alive  to  this  responsibil- 
ity is  plainly  shown  by  the  number  of  its  members  who  have  long 
taken  active  part  in  directing  attention  to  the  "  evils  "  of  medical 

The  dangers  to  the  cause  of  justice  that  are  supposed  to  lie 
testimony  in  court  and  in  seeking  their  remedy, 
in  the  insanity  defence  for  crime  are  without  question  greatly 
exaggerated.  Too  much  has  been  taken  for  granted  and  little  or 
no  inquiry  made  as  to  the  actual  results  of  its  operation.  There 
is  no  way  by  which  we  can  approach  a  more  accurate  estimate 
of  the  number  of  homicidal  criminals  who  have  escaped  their 
just  deserts  by  this  means  than  by  ascertaining  how  many  sane 
criminals  of  this  class  have  been  committed  as  insane  to  hospitals 
for  the  insane  in  a  given  period.  In  reply  to  inquiry  on  this  point 
the  superintendents  of  75  out  of  108  hospitals  in  this  country  and 
Canada,  with  a  population  of  over  83,230  inmates,  report  but 
seven  criminals  who  had  been  charged  with  homicide  who  had 
been  improperly  adjudged  insane  and  sent  to  hospitals  for  the 
insane  during  the  past  two  years.  Superintendents  of  special 
institutions  for  the  criminal  insane  report  that  very  few  criminals 
of  any  kind  are  wrongly  adjudged  insane  and  committed  to  their 
institutions — not  a  dozen  in  twenty  years  according  to  Dr.  Lamb 
of  the  Matteawan  institution  for  this  class — while  the  period  of 
hospital  residence  of  discharged  cases  shows  that  they  underwent 
a  longer  confinement  as  insane  patients  than  would  have  followed 
had  the  same  men  been  convicted  and  sent  to  prison. 

The  real  injustice  in  this  matter  is  that  the  insanity  defence 
is  not  by  any  means  employed  as  often  as  it  should  be.  In  other 
words,  much  more  harm  results  from  lack  of  expert  testimony 
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than  from  its  defects.  There  are  far.  more  instances  of  the  com- 
mitment of  insane  persons  to  prison  for  want  of  preliminary  ex- 
amination and  recognition  of  their  mental  condition  than  there 
are  of  the  commitment  of  sane  criminals  to  hospitals  for  the  in- 
sane. Many  so-called  criminals  are  convicted  and  sent  to  prison 
only  to  be  found  insane  and  transferred  to  the  asylum  for  criminal 
insane.  Such  patients  are  wholly  out  of  place  in  prisons  where 
they  are  not  only  stigmatized  as  felons  and  deprived  of  the  proper 
and  humane  care  that  is  their  due,  but  are  made  worse  by  prison 
discipline,  while  the  difficulty  of  enforcing  prison  rules  in  their 
cases  greatly  interferes  with  proper  administration.  Dr.  Allison 
has  reported  that  53  per  cent  of  179  insane  persons  under  his 
charge  at  the  asylum  for  the  criminal  insane  at  Matteawan  who 
had  committed  murder  were  received  from  prisons  to  which  they 
had  been  sentenced  for  life.  Their  histories  and  the  character  and 
course  of  the  disease  showed  that  at  least  40  per  cent  of  such  con- 
victed cases  were  insane  at  the  time  the  crime  was  committed.  In 
many  instances  the  fact  of  their  insanity  was  not  recognized  at  the 
time  of  their  trial,  but  in  others  the  plea  was  set  up  and  failed. 
Wherever  this  matter  has  been  made  the  subject  of  inquiry  this 
has  been  the  story  in  all  large  prisons  and  institutions  in  which  the 
criminal  insane  are  received  both  in  this  and  in  foreign  countries. 
The  lowest  estimate  from  authoritative  sources,  and  a  most  con- 
servative one,  is  that  ten  insane  persons  are  made  convicts  to  one 
malefactor  who  escapes  punishment  on  the  plea  of  insanity ."^ 

In  the  important  matter  of  the  responsibility  of  the  insane  for 
crminal  acts  we  hold  that  it  is  not  the  province  of  the  alienist  in 
the  medico-legal  cases  to  pass  upon  the  legal  or  criminal  respon- 
sibility of  insane  persons.  That  is  a  question  for  the  judge  or 
jury  to  decide.  A  medical  man  giving  expert  testimony  has  only 
to  say  whether  or  not  in  his  opinion  insanity  is  shown  by  the  evi- 
dence. It  is  admissible,  however,  to  call  attention  to  the  fact  that 
insanity  in  the  medical  sense  does  not  imply  total  irresponsibility. 

The  capacity  of  an  individual  to  distinguish  between  right  and 
wrong  as  a  test  of  legal  responsibility  is  in  direct  conflict  with  the 

*  MacPherson,  a  Scotch  authority,  believes  that  "  hitherto  the  law  has  cer- 
tainly erred  on  the  side  of  severity  and  has  hanged  ninety-nine  irrespon- 
sible persons  for  one  responsible  person  who  has  escaped'  on  the  plea  of 
insanity"  ("Mental  Affections,"  p.  374.)- 

10 
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laws  of  nature  and  hence  unscientific  and  false  in  its  application 
to  the  mentally  unsound.  The  real  questions  for  the  jury  to  de- 
termine in  cases  of  alleged  insanity  in  criminal  trials  are : 

1.  Did  the  defendant  at  the  time  of  the  alleged  crime  have 
sufficient  mental  capacity  to  rationally  appreciate  the  nature  and 
consequence  of  the  act  he  was  committing  and  if  so  had  he 
sufficient  power  of  will  to  enable  him  to  choose  between  doing  and 
not  doing  it? 

2.  If  he  had  lost  the  power  of  choosing  with  reference  to  the 
particular  act  was  the  loss  due  to  disease,  and  not  to  "  heat  of 
passion "  intoxication  or  other  self-induced  temporary  mental 
disturbance  ? 

The  chief  obstacle  to  accurate  expert  testimony  encountered 
by  the  physician  is  the  difficulty — often  the  impossibility — of  ob- 
taining all  the  important  evidence  that  is  procurable  on  both  sides 
of  the  case.  Without  this  an  unqualified  opinion  of  real  value  can- 
not be  given  except  where  the  insanity  (for  example)  of  the 
accused  person  is  plainly  apparent.  We  shall  of  course  be  told 
that  on  the  contrary  even  the  medical  man  who  only  forms  his 
opinion  after  he  has  examined  the  accused  person  and  has  heard 
all  the  evidence  submitted  in  court  will  still  be  biassed  in  favor 
of  the  side  which  employs  him,  and  that  there  lies  the  whole 
trouble.  To  this  we  can  only  oppose  our  conviction  that  with  the 
majority  of  physicians  the  professional  instinct  outweighs  par- 
tisan and  mercenary  considerations  and  that  when  they  have  all  the 
data  for  a  diagnosis  at  hand  they  will  give  as  accurate  and  impartial 
an  opinion  on  the  witness  stand  as  they  would  in  any  case  occur- 
ring in  their  daily  practice.  Were  this  not  so,  we  should  be  forced 
to  conclude  either  that  medical  men  yield  more  readily  to  pecun- 
iary temptation  than  members  of  the  other  professions  or  that 
most  men  whatever  their  calling  and  standing  in  the  community 
are  not  radically  honest  where  a  fee  is  concerned. 

True  reform  in  medical  testimony  does  not  in  our  opinion  lie 
in  a  radical  change  in  present  methods  of  legal  procedure.  It  is 
in  the  hands  of  the  medical  profession,  and  if  physicians  would 
cooperate  in  refusing  to  testify  unless  free  access  to  all  obtainable 
evidence  on  both  sides  should  be  forthcoming  we  should  hear 
little  of  the  shortcomings  of  the  medical  expert. 
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It  frequently  happens  that  the  medical  witness  is  debarred  from 
making  any  examination  whatever  of  the  person  accused  or  ques- 
tioned. Counsel  for  the  defendant  may  decline  to  have  his  client 
examined  and  will  be  sustained  by  the  court.  Not  only  this,  but 
the  medical  man  on  one  side  may  examine  the  person  while  the 
same  privilege  is  denied  the  physicians  called  on  the  other. 

Sometimes  we  are  allowed  neither  a  personal  examination  or 
the  evidence  on  which  to  base  our  opinion,  but  are  obliged  to 
answer  only  a  hypothetical  question,  a  procedure  which  can  bear 
no  comparison  with  either  as  a  means  of  ascertaining  the  truth. 
In  spite  of  the  utility  and  justice  of  the  hypothetical  question  in 
the  opinion  of  the  legal  profession,  it  can  never  find  favor  with 
medical  witnesses.  As  a  rule  it  is  not  at  all  what  it  represents 
to  be,  for  to  quote  Ray — that  master  of  medical  jurisprudence — 
if  the  case  put  to  the  jury  is  precisely  what  appeared  in  evidence 
it  is  quibbling  to  call  it  a  hypothetical  case.  If,  on  the  other  hand, 
a  genuinely  supposititious  case  is  put  to  the  expert  the  less  it 
resembles  the  actual  case  the  less  will  it  enlighten  the  jury.  How- 
ever, nobody  supposes  that  the  hypothetical  cases  stated  by  counsel 
always  represent  cases  that  have  actually  occurred,  for  it  is  well 
understood  that  they  may  be  merely  a  collection  of  such  particu- 
lars as  best  suit  the  counsel's  purpose.  A  true  reform  would  be  to 
confine  the  expert  to  the  case  in  hand  as  revealed  by  the  evidence 
and  debar  him  entirely  from  giving  opinions  on  hypothetical  cases. 
But  although  there  are  signs  that  the  hypothetical  question  is 
less  generally  utilized  than  was  formerly  the  case  we  have  little 
expectation  that  it  will  disappear  from  court  practice.  With  per- 
sistence however  we  may  reasonably  expect  that  in  its  presentation 
to  the  medical  witness  the  essential  evidence  on  both  sides  will  be 
included  and  a  source  of  much  humiliation  to  the  testifying  physi- 
cian and  deception  of  the  jury  be  removed. 

The  advantages  to  come  of  consultation  by  the  medical  wit- 
nesses on  both  sides  of  a  case  are  admittedly  great,  because 
directly  in  line  with  medical  methods  where  a  careful  diagnosis 
is  to  be  made  and  the  real  condition  of  the  patient  ascertained. 
We  are  therefore  in  hearty  sympathy  with  the  familiar  sentiments 
of  Sir  James  Stephen  who  says : 

"  If  medical  men  laid  down  for  themselves  a  positive  rule  that 
they  would  not  give  evidence  unless  before  doing  so  they  met  in 
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consultation  the  medical  men  to  be  called  on  the  other  side  and 
exchanged  their  views  fully,  so  that  the  medical  witnesses  on  the 
one  side  might  know  what  was  to  be  said  by  the  medical  witnesses 
on  the  other,  they  would  be  able  to  give  a  full  and  impartial 
account  of  the  case  that  would  not  provoke  cross-examination. 
For  many  years  this  course  has  been  invariably  pursued  by  all 
the  most  eminent  physicians  and  surgeons  in  Leeds,  and  the  result 
is  that  in  trials  at  Leeds  (where  actions  for  injuries  in  railway 
accidents  and  the  like  are  very  common)  the  medical  witnesses 
are  hardly  ever  cross-examined  at  all,  and  it  is  by  no  means  un- 
common for  them  to  be  called  on  one  side  only.  Such  a  practice, 
of  course,  implies  a  high  standard  of  honor  and  professional 
knowledge  on  the  part  of  medical  witnesses,  but  this  is  a  matter 
for  medical  men.  If  they  steadily  refuse  to  act  as  counsel  and 
insist  on  knowing  what  is  to  be  said  on  both  sides  before  they 
testify,  they  need  not  fear  cross-examination." 

The  bar  has  its  duty  as  well  and  should  oftener  take  the  initia- 
tive in  securing  such  consultations.  The  prosecution  and  defence 
should  oftener  come  together  and  agree  upon  the  experts  to  be 
appointed,  who  should  then  conjointly  examine  the  prisoner,  col- 
lect all  obtainable  evidence,  and  submit  their  report  to  counsel  on 
both  sides.  Mercier  in  his  work  on  criminal  responsibility  cites  a 
famous  case  recently  tried  in  Massachusetts  ^  in  which  this  method 
was  pursued  with  most  satisfactory  results,  the  counsel  on  both 
sides  agreeing  to  abide  by  the  decision  of  the  commission.  "  This," 
he  says,  "  seems  an  eminently  satisfactory  way  of  determining 
this  difficult  question.  The  case  is  not  withdrawn  from  the  con- 
sideration of  a  court  of  justice,  but  is  tried  in  the  ordinary  way, 
the  only  difference  being  that  the  jury  have  not  to  estimate  the 
value  of  conflicting  opinions  but  are  guided  to  a  direct  conclusion 
by  a  unanimous  medical  report The  consultation  of  ex- 
perts could  scarcely  fail  to  approximate  their  opinions  even  if  they 
eventually  differed  and  I  think  the  practice  is  well  worthy  of  a 
trial." 

We  also  strongly  favor  the  appointment  of  commissions  wherever 
possible.  Cases  of  crime  of  minor  degrees  in  which  the  question  of 

^  Reported  by  Stedman  in  the  American  Journal  of  Insanity,  Vol.  LXI, 
No.  2,  1904. 
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insanity  is  raised  have  long  been  passed  upon  and  their  proper 
disposal  effected  by  commissions  appointed  by  courts  and  the  prac- 
tice is  increasing.  There  is  ample  evidence  to  shov^  that  capital 
cases  in  which  the  plea  of  insanity  is  raised  may  also  be  passed 
upon  by  commission  with  equally  good  results  and  with  full  recog- 
nition of  their  graver  aspects.  It  is  a  frequent  practice  in  Massa- 
chusetts to  refer  such  questions  to  a  commission  of  alienists  and 
the  results  have  been  most  satisfactory.  The  chief  objection  to  the 
commission  is  that  no  body  of  physicians  is  able  to  elicit  from 
witnesses  testimony  that  in  amount  and  importance  will  equal  that 
which  can  be  brought  out  by  direct  and  cross  examination  on  the 
witness  stand  by  able  lawyers.  There  is  much  truth  in  this,  but  it 
is  equally  certain  that  the  counsel's  unfamiliarity  with  mental 
disease  often  leads  him  to  miss  or  neglect  vital  points  evidencing 
insanity  or  its  absence  which  quickly  occur  to  the  alienist,  and 
which  are  far  more  accessible  in  private  than  in  the  publicity  of 
the  court  room.  A  commission,  moreover,  often  saves  the  expense 
and  other  disadvantages  of  a  trial,  and  should  the  case  come  to 
trial  the  testimony  of  the  members  of  the  commission  would  carry 
especial  weight. 

But  even  if  the  foregoing  methods  could  always  be  employed 
the  important  requisite  of  a  thorough  examination  of  the  prisoner 
might  still  be  wanting.  This  is  not  unfrequently  the  case  where 
the  physician's  opportunity  for  observing  him  is  confined  to  occa- 
sional visits  to  the  jail  and  would  be  wholly  obviated  if  a  period 
of  constant  medical  observation  could  be  substituted  for  it.  We 
are  therefore  strongly  in  favor  of  hospital  observation  in  such 
cases  pending  the  determination  of  the  subject's  mental  condition. 
This  method  has  long  been  in  very  satisfactory  operation  in 
Maine,  New  Hampshire  and  Vermont,  and  is  taking  root  in 
Massachusetts  under  recent  enactments.  It  has  many  advantages. 
The  daily  and  hourly  habits  and  conduct  of  the  person  are  under 
the  close  and  constant  observation  of  trained  physicians  and 
nurses.  This  is  invaluable  in  cases  having  concealed  delusions  who 
may  refrain  for  weeks  and  months  from  unburdening  their  minds 
to  the  examiners.  Persistent  feigning  also  can  be  far  more  easily 
and  quickly  detected  under  these  conditions  owing  chiefly  to  the 
difficulty  the  offender  experiences  in  keeping  up  the  pretence  of 
insanity    uninterruptedly   and    consistently   when   he    is    closely 
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watched  night  and  day.  But  it  is  especially  advantageous  in 
notorious  capital  cases.  Here  removal  of  the  person  from  public 
notice  to  a  hospital  for  observation  is  quite  certain  to  be  effective 
in  silencing  the  popular  clamor  and  sensational  reports  that 
usually  attend  such  cases.  The  delay  it  involves  also  tempers  pub- 
lic opinion  as  does  the  evident  intent  of  thorough  investigation 
that  is  shown  in  a  term  of  hospital  observation.  There  can  be 
moreover  no  suspicion  of  bias  attaching  to  the  unpaid  opinion  of 
State  medical  officers  and  the  State  is  also  saved  considerable  ex- 
pense. Moreover  the  testimony  of  a  hospital  physician  when  based 
on  such  abundant  opportunity  for  study  of  the  case  usually  carries 
more  weight  with  court  and  jury  than  that  of  other  medical  wit- 
nesses.   Finally,  under  this  method  shorter  trials  are  the  rule. 

Much,  we  believe,  would  be  gained  by  the  restoration  of  the 
common  law  practice  wherever  it  has  been  abolished  which  allows 
the  judge  to  advise  the  jury  in  the  decision  of  complicated  ques- 
tions of  fact  and  to  aid  them  in  weighing  and  sifting  evidence  that 
is  of  a  scientific  or  technical  nature.  Such  a  provision  would  be 
especially  applicable  to  questions  of  insanity. 

There  are  also  more  purely  ethical  questions  which  are  of  de- 
cided importance  to  the  medical  witness  and  the  repute  of  the 
profession.  It  is,  for  example,  a  questionable  practice  for  the 
physicians  to  take  active  part  in  a  medico-legal  case  by  advising 
with  counsel  in  open  court.  By  so  doing  he  exposes  himself  to 
the  charge  of  undue  bias,  his  testimony  is  regarded  as  partisan  by 
court  and  jury,  and  his  attitude  is  out  of  keeping  with  professional 
dignity. 

The  acceptance  of  a  fee  contingent  upon  the  outcome  of  a  case 
is  a  most  objectionable  and  indefensible  practice.  An  unbiassed, 
independent  opinion  is  practically  impossible  under  these  circum- 
stances and  the  physician  becomes  an  active  partisan  at  once.  His 
testimony  is  also  valueless  if  he  is  forced  to  admit  that  his  com- 
pensation depends  upon  the  result  of  the  case. 

It  is  very  desirable  to  establish  some  standard  of  qualification 
for  the  medical  expert  especially  in  cases  involving  the  question  of 
insanity.  In  no  other  branch  of  expert  work  is  special  training 
and  experience  more  necessary  in  forming  opinions  of  real  value 
and  yet  it  is  a  common  occurrence  in  most  states  for  physicians 
with  little  or  no  special  knowledge  of,  or  practice  in,  mental  dis- 
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ease  to  qualify  as  experts.  A  step  in  this  direction  might  we  be- 
lieve be  made  by  the  establishment  in  the  various  states  of  bodies 
of  official  experts  designated  by  the  higher  courts  any  of  whom 
could  be  called  on  to  testify  as  experts  by  either  party  to  a  civil  or 
criminal  action  without  however  limiting  the  right  of  parties  to 
call  other  expert  witnesses  as  heretofore.  This  plan,  although 
falling  far  short  of  the  desired  end,  should  at  least  tend  in  the 
long  run  to  lessen  the  number  of  incompetent  medical  experts. 

In  conclusion  we  offer  for  adoption  the  following  resolutions 
which  shall  represent  the  attitude  of  the  American  Medico-Psy- 
chological Association  on  the  question  of  medical  testimony  as  it 
affects  the  alienists  of  this  country: 

Resolved:  i.  That  the  proved  rarity  of  wrong  acquittals  on  the  ground 
of  insanity  is  the  strongest  evidence  that  the  abuse  of  the  insanity  plea  in 
criminal  cases  has  been  unwarrantably  exaggerated. 

2.  That  the  insanity  plea  is  not  by  any  means  raised  as  often  as  it  should 
be,  to  prevent  the  frequent  miscarriage  of  justice  arising  from  the  convic- 
tion and  imprisonment  of  insane  persons  whose  true  mental  condition  has 
not  been  recognized. 

3.  That  the  abuses  which  have  crept  into  the  method  of  presenting  med- 
ical expert  testimony  have  been  largely  the  result  of  established  legal  tests 
and  procedures,  although  their  correction  does  not  require  radical  change 
in  the  laws. 

4.  That  inaccessibility  of  the  evidence  on  both  sides  of  the  case  is  the 
chief  cause  of  defective  medical  testimony. 

5.  That  whenever  possible  the  medical  witness  should  not  testify  unless 
he  has  had  an  opportunity  to  make  both  a  mental  and  a  physical  examina- 
tion of  the  person  in  whose  behalf  the  plea  of  insanity  is  raised. 

6.  That  we  consider  the  hypothetical  question  as  ordinarily  presented  to 
be  unscientific,  misleading  and  dangerous  to  medical  repute  and'  that  the 
evidence  on  both  sides  should  always  be  included  in  its  presentation  to 
medical  witnesses. 

7.  That  in  all  criminal  cases  absolutely  equal  rights  should  be  accorded 
the  medical  witnesses  for  both  the  prosecution  and  the  defence  for  the 
examination  of  the  person  alleged  to  be  insane. 

8.  That  in  our  judgment  the  judiciary  should'  by  legal  enactment  be 
allowed  more  latitude  in  enlightening  the  jury  and  enabling  it  to  compre- 
hend the  nature  and  meaning  of  the  medical  testimony  laid  before  it. 

9.  That  we  recommend  as  advisable  the  adoption  wherever  possible  of 
the  so-called  Leed's  method  of  preliminary  consultation  by  medical  wit- 
nesses on  both  sides  of  the  case  as  to  its  status. 

10.  That  we  advocate  a  freer  use  of  appointments  of  commissions  by  the 
court. 
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11.  That  a  period  of  hospital  observation  of  all  persons  committing 
crimes  in  whose  defence  the  plea  of  insanity  has  been  raised  is  by  far  the 
best  method  yet  devised  for  securing  impartial  and  accurate  opinions, 
silencing  popular  clamor,  avoiding  prolonged  and  sensational  trials  and 
saving  expense  to  the  State;  also  that  we  advocate  the  enactment  in  every 
State  of  laws  similar  to  those  of  Maine,  New  Hampshire,  Vermont  and 
Massachusetts,  providing  that  such  persons  may  be  committed  by  the  court 
to  a  State  hospital  for  the  insane  there  to  remain  for  such  time  as  the 
court  may  direct  pending  the  determination  of  their  insanity. 

12.  That  it  is  the  sense  of  the  Association  that  it  is  subversive  of  the 
dignity  of  the  medical  profession  for  any  of  its  members  to  occupy  the 
position  of  medical  advisory  counsel  in  open  court  and  at  the  same  time 
to  act  as  expert  witness  in  a  medico-legal  case. 

13.  That  we  regard  the  acceptance  by  a  physician  of  a  fee  that  is  con- 
tingent upon  the  result  of  a  medico-legal  case  as  not  in  accordance  with 
medical  ethics  and  derogatory  to  the  good  repute  of  the  profession,  and 
advocate  the  regulation  of  the  practice  by  legislation. 

14.  That  we  are  in  favor  of  any  legislation  that  will  secure  a  definite 
standard  of  qualification  for  medical  men  giving  expert  testimony. 

Henry  R.  Stedman,  M.  D. 
Carlos  F.   MacDonald,   M.  D., 
Charles  K.  Mills,  M.  D., 
Charles  P.  Bancroft,  M.  D. 
H.  A.  Tomlinson,  M.  D. 


THE  ETHICAL  ASPECTS  OF  EXPERT  TESTIMONY  IN 
RELATION  TO  THE  PLEA  OF  INSANITY  AS  A  DE- 
FENSE TO  AN  INDICTMENT  FOR  CRIME. 

By  CARLOS  R  MacDONALD,  A.  M.,  M.  D.,  New  York. 

Emeritus  Professor  of  Mental  Diseases  and  Medical  Jurisprudence, 

University  and  Bellevue  Hospital  Medical  College;  late  President 

New  York  State  Commission  in  Lunacy. 

That  existing  methods  of  presenting  medical  expert  testimony 
in  the  trial  of  criminal  causes  is  not  only  imperfect,  but  is  at- 
tended with  serious  evils  which  tend  to  bring  the  medical  profes- 
sion into  disrepute  with  the  public,  with  the  bar  and  with  the 
courts,  there  can  be  no  question.  Such  being  the  case,  it  logically 
follows  that  there  is  need  of  reform  in  this  matter,  and  the  ques- 
tion at  once  arises.  How  can  that  reform  best  be  brought  about? 
The  method,  which  as  true  physicians  we  would  naturally  adopt 
in  a  case  of  this  kind,  would  be  to  seek  out  the  cause  of  the  malady 
and  then  to  endeavor  to  secure  the  removal  of  that  cause  by  appro- 
priate treatment.  In  looking  for  the  causes  of  the  evil  complained 
of,  we  shall  not  have  far  to  seek.  They  will  readily  be  found, 
first,  in  the  usage  of  courts  which  permits  of  the  selection  of  ex- 
perts by  counsel  on  either  side,  without  regard  to  their  qualifica- 
tions or  standing,  usually  the  only  requirement  being  that  the 
expert  so  selected  is  willing  to  give  an  opinion  in  favor  of  that  side 
of  the  case ;  and,  second,  in  the  absence  of  any  standard  of  quali- 
fication, fixed  by  the  medical  profession,  as  regards  special  study 
and  experience  in  a  given  branch  of  medical  science,  which  would, 
at  least  theoretically,  render  the  would-be  witness  sufficiently 
skilled  in  that  branch  or  subject  to  justly  constitute  him  an  expert. 

The  first-mentioned  evil  could  doubtless  be  corrected  by  statu- 
tory provision,  not  for  the  appointment  of  a  "  Board  of  Official 
Experts,"  but  for  the  selection  of  experts  by  the  court  in  each 
case;  and  while  it  might  occasionally  happen  that  a  judge  in 
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selecting  an  expert  or  experts  would  be  influenced  by  other  than 
meritorious  motives,  I  think,  as  a  rule,  the  courts  could  be  relied 
upon  to  appreciate  the  responsibility  attaching  to  their  action  in 
the  matter,  and  to  endeavor  to  select  only  men  of  skill  and  repute 
in  that  particular  branch  of  medicine — men  whose  opinions  would 
be  respected  by  the  bar,  the  jury  and  the  general  public  as  well. 
Indeed,  the  very  fact  that  the  experts  had  been  thus  selected  would 
tend  to  give  dignity  to  their  position  and  weight  to  their  opinions. 
The  experts  thus  selected  should  be  permitted  to  have  free  access 
to  all  the  evidence  in  the  case,  also  to  examine  the  accused,  and 
then  to  state  their  opinion,  whether  orally  or  in  writing,  subject 
to  cross-examination,  the  cross-examination  to  be  limited  to  the 
matters  embraced  in  the  opinion.  Their  compensation  also  should 
be  fixed  by  the  court  at  a  rate  per  diem,  or  by  fee,  which  should 
be  sufficient  to  induce  qualified  men  to  accept  such  service.  Ex- 
perts selected  and  paid  by  this  method  would  be  free  from  suspi- 
cion of  being  biased  or  influenced  in  their  opinions  by  pecuniary 
considerations,  while  the  character  and  the  standing  of  those  who 
would  be  likely  to  be  selected  would  tend  to  establish  confidence  in 
the  correctness  of  their  conductions. 

In  a  very  able  and  instructive  paper  on  the  subject  of  medical 
expert  evidence.  Honorable  Willard  Bartlett,  Associate  Justice  of 
the  New  York  Court  of  Appeals,  says: 

In  considering  the  various  projects  which  have  been  put  forward  for 
improving  the  administration  of  justice,  so  far  as  expert  evidence  is  con- 
cerned, it  must  be  borne  in  mind  that  no  matter  what  provision  is  made 
for  the  appointment  of  official  experts,  the  litigants  in  an  action  at  law 
cannot  be  prevented  from  availing  themselves  of  the  testimony  of  other 
expert  witnesses.  To  prevent  that,  and  restrict  parties  solely  to  the  evi- 
dence of  the  official  experts,  constitutional  amendments  would  be  necessary, 
involving  changes  so  sweeping  as  to  be  antagonistic  to  the  spirit  which 
now  pervades  our  judicial  institutions.  And,  if  such  changes  in  the 
fundamental  law  were  possible,  is  it  at  all  certain  that  they  would  be 
desirable?  I  believe  that  justice  in  the  United  States  is  generally  well  and 
honestly  administered;  but  such  a  thing  is  conceivable  as  that  a  judge 
might  unwittingly  appoint  incompetent  official  experts  who  were  anything 
but  representative  of  the  best  element  in  the  medical  profession.  In  what 
position,  then,  might  a  physician,  sued  for  malpractice,  find  himself,  if 
condemned  by  their  opinions  and  unable  to  exonerate  himself  by  calhng 
as  witnesses  his  non-official  brethren  whose  testimony  would  demonstrate 
that  the  appointees  of  the  court  were  wilfully  wrong,  or  ignorantly  mis- 
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taken?  A  man  may  be  a  good  judge  of  law,  and  yet  be  a  very  poor 
judge  of  doctors.  I  should  be  sorry  to  have  to  be  treated  by  the  physicians 
of  several  able  judges  whom  I  have  known  in  past  years,  and  yet,  I  am 
certain  that  in  each  case  his  physician  would  have  been  the  first  either  of 
these  judges  would  select  for  any  official  or  medico-legal  preferment  within 
his  power  to  bestow. 

Respecting  the  second  source  of  the  evil,  that  is,  the  absence  of 
any  standard  fixed  by  the  medical  profession  by  which  the  quali- 
fications of  a  member  to  give  expert  testimony  may  be  determined, 
the  cure  for  that  lies  in  the  hands  of  the  profession  itself,  namely, 
to  fix  a  standard  of  qualifications  based  on  special  study  and  ex- 
perience in  a  particular  branch  of  medicine  which  shall  entitle  a 
member  to  rank  as  an  expert  in  that  branch,  and  at  the  same  time 
putting  its  seal  of  disapproval  and  condemnation  on  the  practice 
which  now  too  frequently  obtains  of  physicians  posing  as  experts 
upon  subjects  respecting  which  they  have  no  special  knowledge 
or  experience,  relying  upon  their  wit  and  the  ignorance  of  counsel 
to  save  them  from  exposure. 

The  writer  fully  realizes  that  the  present  method  of  presenting 
expert  testimony  is  by  no  means  perfect,  but  he  believes  it  is  far 
better  and  more  practical  than  any  of  the  visionary  schemes  which 
have  been  brought  forward  from  time  to  time  by  medical  societies, 
by  bar  associations,  and  even  by  certain  alienists.  Such,  for  in- 
stance, as  the  appointment  of  a  "  Board  of  Official  Experts  "  by 
the  courts,  or  by  medical  societies,  or  by  the  governor  of  the  State, 
etc.  In  the  writer's  opinion  it  would  be  difficult,  if  not  impossible, 
to  devise  any  method  that  will  supplant  the  present  one  short  of 
a  change  in  our  federal  constitution.  This  opinion  is  sustained 
by  many  if  not  most  of  the  judges  who  hold  that  a  defendant  on 
trial  has  a  constitutional  right  to  present  any  proper  evidence 
that  might  aid  him  in  his  defense. 

It  would  doubtless  simplify  matters,  were  it  feasible  to  do  so, 
to  provide  that  questions  of  expert  opinion  should  be  passed  upon 
by  the  court,  instead  of,  as  is  now  the  case,  by  a  jury  of  laymen, 
who  are  not  supposed  to  be  familiar  with  the  intricacies  of  psycho- 
logical medicine.  The  spectacle  of  a  jury  of  laymen  being  called 
on  to  decide  as  to  which  of  the  opinions  of  opposing  expert  wit- 
nesses respecting  an  obscure  and  difficult  question  of  disease  is 
correct  is  a  reductio  ad  ahsurdum  which  has  been  too  often  pointed 
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out  to  call  for  more  than  a  passing  mention  here.  This  practice, 
unfortunately,  is  one  that  cannot  be  abolished,  for  the  reason  that 
the  terms  of  our  federal  constitution  confer  upon  every  citizen 
when  charged  with  crime  the  sovereign  right  of  trial  by  a  jury 
of  his  peers. 

Respecting  the  propositions  to  provide  for  the  appointment  of 
a  "  Board  of  Official  Experts,"  whether  by  the  governor  of  the 
State,  by  the  courts,  or  by  a  State  commission  in  lunacy,  it  is  the 
writer's  opinion  that  none  of  these  methods  would  be  desirable 
or  acceptable,  either  to  the  medical  or  legal  professions,  or  to  the 
public,  for  the  reason  that  it  would  savor  of  class  legislation,  which 
is  against  sound  public  policy.  Furthermore,  the  prospective  ad- 
vantages through  professional  prominence  and  pecuniary  gain, 
whether  in  fees  or  in  salary,  which  such  appointment  would  offer, 
would  lead  incompetent  and  unworthy  members  of  the  profession 
to  seek  appointment  thereon  through  partisan  or  other  questionable 
influences.  Moreover,  such  a  board,  even  if  fairly  representative 
in  its  make-up,  would  be  a  ready  target  for  unfriendly  or  hostile 
criticism  by  their  less  fortunate  brethren  in  the  same  line  of 
practice  who  might,  whether  justly  or  unjustly,  regard  themselves 
as  being  discriminated  against.  Then,  too,  it  would  require  either 
a  very  large  board  or  several  boards  to  provide  a  sufficient  number 
of  experts  in  the  various  branches  of  medicine,  surgery  and  chem- 
istry in  which  medico-legal  questions  arise.  Says  Mr.  Justice 
Bartlett  in  the  paper  referred  to: 

There  is  not  likely  to  be  any  radical  change  in  a  matter  of  legal  pro- 
cedure like  this,  without  the  approval  of  the  bar,  and  I  doubt  very  much 
whether  the  bar  would  approve  any  legislation  which  would  enable  the 
courts  or  any  other  appointing  power  to  create  a  privileged  class  of  expert 
witnesses. 

For  the  reasons  herein  set  forth,  it  would  seem  to  the  writer 
that  the  most  practical  solution  of  the  difficulty  would  be  to  make 
statutory  provision  for  the  appointment  by  the  court  of,  say,  from 
one  to  three  experts  whenever  occasion  arises,  the  law  to  provide 
that  only  physicians  of  repute  in  the  particular  branch  of  medical 
science  to  which  the  question  for  expert  opinion  relates  shall  be 
appointed,  these  experts  to  have  full  and  free  access  to  all  the 
evidence  in  the  case,  as  well  as  to  the  defendant,  for  the  purpose 
of  examination,  and  then  to  submit  to  the  court,  for  transmission 
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to  the  jury,  a  written  report,  setting  forth  their  conclusion  and  the 
facts  in  evidence  on  which  such  conclusion  is  based,  the  cross- 
examination  of  the  experts  to  be  restricted  to  matters  embraced 
within  their  direct  statement  of  facts  and  opinion,  and  the  com- 
pensation of  the  experts  to  be  fixed  by  the  court.  The  writer  is 
well  aware  that  lawyers  would  raise  objection  to  this  manner  of 
selecting  experts,  on  the  ground  that  a  defendant  is  constitutionally 
entitled  to  the  selection  of  his  own  witnesses,  and  to  call  any 
witnesses  whose  testimony  would  tend  to  sustain  his  case — a  right 
which  can  neither  be  taken  from  him  nor  abridged.  This  objec- 
tion, however,  would  be  met  by  the  fact  that  counsel  would  still 
be  permitted  to  call  experts  in  addition  to  those  selected  by  the 
court;  though  it  is  safe  to  say  the  opinion  of  the  official  or  court 
experts  would  far  out-weigh  any  differing  opinion  that  might  be 
offered  by  experts  selected  by  counsel.  It  goes  almost  without 
saying,  too,  that  this  method  of  selecting  experts  would  always 
be  satisfactory  to  prosecuting  attorneys. 

There  is  another  point  in  connection  with  this  subject  which, 
in  the  writer's  opinion,  should  receive  not  only  the  attention  of 
this  Association  but  of  the  general  medical  profession  as  well,  for 
the  reason  that  it  is  frequently  a  source  of  discredit  to  our  profes- 
sion. This  refers  to  the  unprofessional  practice  of  certain  medical 
men — mostly  pseudo-experts — acting  as  medical  advisor  to  counsel 
and  as  expert  witness  in  the  same  case.  To  observe,  as  the  writer 
has  often  done,  medical  men  sitting  in  court  at  the  elbow  of 
counsel,  actively  engaged  in  taking  notes  and  preparing  or  sug- 
gesting questions  for  the  latter  to  put  to  the  witness,  also  framing 
questions  for  the  cross-examination  of  a  fellow  practitioner  and 
otherwise  openly  assisting  counsel  in  his  efforts  to  break  down  the 
opposing  side,  and  subsequently  taking  the  witness  stand  for  that 
purpose,  is,  to  say  the  least,  deplorable.  If  a  physician  is  to  appear 
as  an  expert  witness,  he  should  keep  away  from  counsel  while  in 
court  and  take  no  part  in  the  conduct  of  the  case  which  would 
put  him  in  the  attitude  of  assistant  counsel  or  of  a  biased  or 
interested  party.  In  the  first  trial  of  Thaw  the  writer  was  selected 
by  the  district  attorney  to  assist  him  in  the  preparation  of  the 
medical  branch  of  the  trial,  a  service  which  he,  accepted  with  the 
distinct  understanding  that  he  would  not  appear  as  a  witness  in 
the  case. 
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Anent  this  subject  Mr.  Justice  Bartlett,  in  the  paper  referred 
to,  says: 

In  my  opinion  the  law  can  do  very  little  toward  making  experts  or  any- 
body else  honest  or  upright  or  capable  in  their  particular  pursuits.  I  look 
for  reform  rather  in  the  direction  of  the  development  of  a  higher  sensibility 
on  the  subject  in  the  medical  profession  itself.  It  is  entirely  possible  for 
the  doctors  of  this  state  or  country  to  so  frown  upon  the  practice  of  acting 
as  medical  counsel  and  medical  witness  in  the  same  case  as  to  stamp  it  out 
completely.  There  is  nothing  to  prevent  a  physician  who  is  asked  to  see  a 
case  with  reference  to  giving  testimony  as  an  expert  from  exacting  an 
agreement  that  his  remuneration  shall  in  no  wise  depend  upon  the  opinion 
which  he  may  form  upon  making  the  desired  examination;  or,  in  other 
words,  that  he  shall  be  paid  just  the  same  and  just  as  much  whether  his 
conclusion  is  agreeable  or  disagreeable  to  the  attorney  who  seeks  his 
services.  No  attorney  will  refuse  to  consent  to  this  course  unless  he  is 
desirous  of  influencing  the  doctor  to  take  one  view  of  the  case  rather  than 
another,  because  in  that  event  he  will  get  paid  while  otherwise  he  may  get 
nothing.  A  tempter  of  this  sort  should  be  shut  out  of  the  doctor's  office 
with  no  gentle  slam  of  the  door.  And  so  in  many  other  ways  which  might 
be  suggested  some  of  the  most  serious  evils  of  medical  expert  evidence 
may  be  effectively  dealt  with  by  "  reform  within  the  party." 

Respecting  the  sv^eeping  condemnation  of  medical  expert  testi- 
mony in  which  the  courts,  the  public  press,  and  to  some  extent 
the  medical  press,  are  wont  to  indulge,  Mr.  Justice  Bartlett,  re- 
ferring to  the  common  assumption  by  lawyers  and  doctors  that 
courts  and  juries  would  be  sure  to  get  at  the  truth  if  the  expert 
witnesses  on  one  side  could  only  be  induced  to  agree  with  the 
expert  witnesses  on  the  other,  cites  a  case  in  point  which  occurred 
in  California,  in  which  the  plaintiff,  a  married  woman,  was  injured 
in  an  accident  upon  the  defendant's  railroad.  In  the  suit  which 
she  brought  against  the  railroad  company  to  recover  damages,  one 
of  the  principal  questions  was  the  extent  of  the  injuries  which  she 
had  sustained.  She  had  been  examined  by  three  or  four  medical 
men  in  her  own  behalf  and  by  three  or  four  other  medical  men  in 
behalf  of  the  defendant.  Both  those  who  testified  for  the  plaintiff 
and  those  who  testified  for  the  defendant  agreed  that  the  plaintiff 
was  suffering  from  a  uterine  or  ovarian  tumor,  but  there  was 
a  difference  of  opinion  as  to  whether  the  tumor  could  have  been 
produced  by  the  plaintiff's  fall.  A  verdict  of  $20,000  was  rendered 
against  the  railroad  company.  Ten  days  after  the  trial  the  plain- 
tiff gave  birth  to  a  child  at  full  term,  although  still-born,  and  it 
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was  admitted  that  there  had  been  no  tumor  whatever !  "  Since 
the  time  of  Mr.  Pope,"  says  the  Supreme  Court  of  CaHfornia,  "  it 
has  often  been  inquired  '  who  shall  decide  when  doctors  dis- 
agree ? ' "  This  case  shows  that  serious  error  may  lurk  in  their 
conclusions,  even  when  they  have  agreed.  Such  an  occurrence, 
if  narrated  in  a  work  of  fiction,  would  be  criticised  as  so  improb- 
able as  to  be  ridiculous;  but  there  is  no  romancing  in  the  cold 
type  of  a  volume  of  modern  law  reports.  The  possibility  of  so 
serious  an  error  being  committed  by  so  many  respectable  members 
of  the  medical  profession — for  the  court  speaks  favorably  of  their 
standing — tends  to  afford  some  justification  for  the  popular  dis- 
trust with  which  medical  expert  evidence  is  often  regarded.  Con- 
tinuing, the  learned  justice  says : 

In  reference  to  this  matter,  however,  I  desire  to  express  my  dissent  from 
the  sweeping  condemnation  of  medical  experts  in  which  the  courts  so  often 
indulge.  There  is  scarcely  a  case  where  expert  evidence  is  taken,  in  which 
some  of  the  experts  are  not  perfectly  honest.  They  do  not  deserve  de- 
nunciation merely  because  other  experts  are  dishonest,  or  because  it  is 
often  difficult  to  tell  the  false  from  the  true.  The  medical  profession  itself 
must  help  us  to  make  the  distinction  between  the  two  classes  easier. 
However  objectionable  are  some  of  the  aspects  of  medical  expert  evidence, 
it  caimot  be  dispensed  with  in  the  administration  of  justice.  Let  us  remedy 
the  evils,  but,  while  we  are  endeavoring  to  do  so,  let  us  avoid  that  exagger- 
ated denunciation  which  is  calculated  to  convince  the  community  that  no 
surgeon  or  physician  who  takes  the  witness-stand  as  an  expert  is  worthy 
of  belief.  Such  teaching  is  a  libel  on  the  most  unselfish  profession  in  the 
world. 

What  I  have  said  thus  far  has  been  so  largely  in  the  nature  of  destruc- 
tive criticism,  that  I  may  naturally  be  asked  whether  I  have  no  remedy 
to  suggest  for  the  manifold  evils  in  regard  to  medical  expert  evidence 
which  are  generally  recognized  in  both  professions.  In  concluding  this 
paper,  let  me  add  a  few  observations  in  answer  to  this  question.  I  should 
be  sorry  to  feel  that  the  prospect  of  reform  was  hopeless.  There  is  one 
direction  in  which  it  seems  to  me  brighter  than  any  other.  You  have  a 
code  of  medical  ethics  which  every  physician  and  surgeon  is  bound  in  all 
professional  honor  to  observe.  By  that  code  you  regulate  your  own  con- 
duct in  the  practice  of  medicine,  and  insist  that  those  who  join  the  ranks 
of  your  profession  from  year  to  year  shall  agree  to  regulate  theirs.  No 
statute  could  practically  be  more  binding.  Why  may  you  not  extend  its 
provisions  so  as  to  embrace  the  conduct  of  the  medical  man  when  he 
assumes  the  role  of  the  expert  witness?  The  matter  is  absolutely  within 
your  own  control.  You  can  declare  in  your  code  that  a  certain  course  of 
action  on  the  part  of  a  medical  expert  shall  be  deemed  honorable  and 
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professional,  and  that  a  certain  other  course  of  action  shall  be  dishonorable 
and  unprofessional.  The  first  steps  in  enacting  such  amendments  in  your 
professional  law  would  necessaril)'  be  tentative.  Mistakes  would  be  made 
which  you  would  have  to  correct.  Rules  from  which  the  most  good  was 
expected  might  prove  useless,  and  others  which  promised  much  less  might 
prove  to  be  the  most  effective  of  all.  But  in  making  them  and  changing 
them  you  would  be  independent  of  the  legislature;  you  could  act  solely 
for  the  good  of  your  profession,  untramelled  by  official  influence  or  power ; 
and  so  far  as  you  desire  advice  from  the  bench  or  bar,  I  am  sure  it  would 
be  gladly  afforded.  A  signal  advantage  of  dealing  with  the  subject  in 
this  way  is  that  it  would  involve  no  interference  with  existing  rules  of 
judicial  procedure.  The  rights  of  litigants  or  the  manner  of  trying  law- 
suits would  in  no  wise  be  affected.  The  needed  reforms  would  be  brought 
about  by  the  compulsory  operation  of  your  own  code  of  ethics  acting  per- 
sonally upon  each  member  of  your  profession.  That  code,  amended  as  I 
am  sure  it  might  be  if  the  physicians  and  surgeons  of  this  country  took  the 
matter  seriously  in  hand,  by  commanding  medical  experts  to  do  what  is 
right  and  subjecting  them  to  professional  censure  and  obloquy  if  they  did 
what  was  wrong,  would  be  more  efficacious  than  any  law  on  the  subject 
which  any  legislature  could  enact.  It  would  be  your  own  law,  adopted 
by  yourselves  for  yourselves,  and  it  would  have  that  powerful  sanction 
which  belongs  alone  to  laws  which  are  a  natural  growth  out  of  the  con- 
ditions which  lead  to  their  adoption.  To  the  action  of  your  profession  in 
some  such  way  as  this,  I  look  with  more  confidence  than  anywhere  else 
for  the  ultimate  accomplishment  of  all  that  is  desirable  in  the  improve- 
ment of  medical  expert  evidence. 

In  connection  with  this  branch  of  the  subject  the  writer  would 
take  occasion  to  suggest  that  it  is  the  duty  of  the  medical  profes- 
sion to  raise  its  voice  in  solemn  protest  against  the  tendency  which 
has  lately  grown  up  to  heap  upon  it  ridicule  and  abuse  because 
"  doctors  disagree,"  and  that  consequently  all,  or  substantially  all, 
doctors  are  dishonest.  As  a  matter  of  fact,  doctors  are  no  more 
prone  to  disagree  than  any  other  class  of  individuals  where  mat- 
ters of  opinion  are  involved.  On  the  other  hand,  lawyers  are 
notorious  for  their  disagreements.  In  fact,  in  every  case  that  is 
tried  in  court  we  find  the  contention  of  counsel  on  one  side 
diametrically  opposed  to  that  of  the  other  side;  and  this,  too,  on 
substantially  the  same  state  of  facts.  Then,  too,  judges  are  also 
notorious  for  their  disagreements.  The  higher  courts  frequently 
reverse  the  court  below,  clear  up  to  the  court  of  last  resort;  and 
it  is  safe  to  say  if  there  were  still  a  higher  court  it  would  be  found 
overruling  the  court  of  appeals.     How  frequently,  too,  we  find 
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the  body  of  judges  constituting  the  appellate  courts  divided  in 
the  decisions  they  render,  the  issue  being  decided  oftentimes  by 
a  bare  majority  of  one.  And  yet  nobody  would  think  of  sug- 
gesting that  these  judges  are  dishonest  simply  because  they  happen 
to  disagree. 

Mr.  William  A.  Purrington,  an  eminent  member  of  the  New 
York  bar,  and  one  of  large  experience  in  medico-legal  matters, 
in  a  recent  paper  referring  to  the  disagreements  of  judges  whom 
he  characterizes  as 

that  great  body  of  experts  who  rarely  if  ever  go  upon  the  witness-stand, 
yet  are  always  under  a  continuing  oath,  and  in  every  case  from  the  facts 
before  them  render  their  opinions  as  to  the  law.  When  they  give  an 
opinion,  whether  it  be  right  or  wrong  in  our  opinion,  it  is  of  binding  force 
until  set  aside;  and  that  is  more  than  can  be  said  of  yours  of  the  faculty, 
or  ours  of  the  bar.  I  have  sometimes  wondered  whether  those  judges 
who  have  been  most  denunciatory  of  the  differing  conclusions  at  which 
reputable  medical  experts  have  arrived  upon  the  facts  in  evidence,  have 
reflected  that  they,  too,  belong  to  a  body  of  experts  in  the  law,  whose 
members  often  differ,  very  honestly  and  ably,  in  drawing  conclusions,  even 
from  agreed  facts. 

Mr.  Purrington  then  goes  on  to  cite  in  illustration  of  his  point : 

The  recent  medical  case  of  the  People  vs.  Hawker  (14  App.  Div.,  188; 
152  N.  Y.,  234;  170  U.  S.,  189)  wherein  the  facts  were  agreed  upon,  and 
the  only  question  involved  was  one  of  law,  whether  a  statute  forbidding  one 
convicted  of  felony  to  practice  medicine  could  apply  to  a  licensed  physician 
so  convicted  prior  to  its  enactment;  in  other  words,  whether  the  statute 
was  ex  post  facto.  The  trial  judge  decided  negatively.  The  appellate 
division  of  this  department,  by  a  vote  of  three  to  two,  reversed  him; 
the  court  of  appeals  in  turn  reversed  the  appellate  division,  two  of  its 
judges  dissenting;  and  finally,  the  Supreme  Court  of  the  United  States, 
after  two  arguments,  affirmed  the  court  of  appeals,  three  of  its  members 
dissenting.  Surely  no  one  would  presume,  because  of  these  differences  of 
opinion  to  doubt  for  a  moment  the  ability,  the  learning  and  the  absolute 
honesty  of  these  various  experts  of  the  law;  and  it  is  equally  manifest 
that  the  frequent  differences  of  opinion  among  medical  experts — the  only 
class  we  are  now  considering — should  not  of  themselves  alone  justify  the 
criticism  so  freely  made. 

District  Attorney  Jerome,  in  a  recent  public  utterance,  declared : 

No  man  has  had  more  experience  with  experts  than  myself  during  the 
eight  years  I  was  district  attorney  and  during  that  time  I  recall  only  one 
man  whose  testimony  was  radically  dishonest.  Only  one  of  these  cases 
received  great  public  attention,  and  that  was  on  account  of  the  scandals 

II  ^     ,  .     i 


l62  EXPERT   TESTIMONY   IN    INSANITY   TRIALS. 

connected  therewith.  These  scandals  were  not,  however,  save  with  one 
exception,  due  to  dishonest  expert  evidence,  but  to  judicial  incompetency. 
It  does  not  follow  because  there  are  alienists  who  lie  on  the  witness  stand 
that  all  medical  expert  evidence  should  be  abolished,  any  more  than  that 
because  some  lawyers  coach  witnesses  to  a  point  that  amounts  to  suborna- 
tion or  perjury,  the  conduct  of  criminal  cases  should  be  left  entirely  to 
the  judge.  I  have  referred  to  the  Thaw  case  and  you  all  know  whom  I 
mean  when  I  say  that  there  was  one  man  who  testified  on  that  occasion, 
who,  in  view  of  his  testimony  in  that  case,  and  in  view  of  his  evidence 
since  and  his  own  written  report,  would  be  expelled  from  the  profession, 
if  you  gentlemen  had  the  power  to  disbar  him.  I  may  say  that  in  every 
case  during  my  term  of  office  the  opinion  of  the  experts  retained  by  the 
State  was  justified  by  the  subsequent  clinical  history. 

The  Hypothetical  Question. — Respecting  the  hypothetical  ques- 
tion it  must  be  conceded  that  it  is  a  very  difficult  proposition  with 
which  to  deal,  especially  so  far  as  relates  to  any  improvement  or 
proposed  modification  of  existing  rules  of  practice  relative  thereto. 
The  rules  of  evidence  provide  for  the  hypothetical  question,  and 
the  courts  have  held  that  while  such  question  must  contain  nothing 
that  is  not  contained  in  the  evidence  they  do  not  prohibit  the 
omission  of  any  facts  in  evidence  which  counsel  may  in  their 
discretion  see  fit  to  omit.  Hence,  it  frequently  occurs  that 
counsel  sifts  and  omits  from  his  hypothetical  question  certain 
important  facts  in  evidence  which,  if  incorporated  therein,  would 
tend  to  weaken  or  discredit  his  contention,  and  he  is  prone  to 
include  in  his  question  only  such  facts  in  evidence  as  he  thinks 
will  tend  to  prove  his  case.  Consequently,  the  hypothetical  ques- 
tion usually  is  a  one-sided  affair.  The  writer  has  frequently  sug- 
gested, and  sometimes  insisted,  that  the  question  to  be  submitted 
to  him  should  embrace  a  fair  resume  of  the  whole  evidence,  and 
when  this  plan  has  been  followed  he  has  usually  found  that  he 
could  answer  the  question  thus  constituted  as  consistently  and  to 
the  same  effect  as  he  could  have  answered  what  might  be  termed 
an  ex  parte  question.  This,  it  seemed  to  the  writer,  has  tended 
to  strengthen  his  testimony  in  the  estimation  of  the  court  and 
of  the  jury,  and  at  the  same  time  relieve  him  from  appearing  to 
be  an  unfair,  one-sided  and  partial  witness. 

The  Legal  vs.  the  Scientiiic  Deiinition  of  Insanity. — ^The  legal 
definition  of  insanity  as  a  test  of  responsibility  for  criminal  acts, 
that  is,  the  so-called  "  knowledge  of  right  and  wrong  test,"  pre- 
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sents  a  feature  of  the  administration  of  the  criminal  law  in  which 
the  legal  profession  has  made  little  or  no  progress  for  more  than 
half  a  century,  or  since  the  legal  definition  of  insanity  was  formu- 
lated by  the  English  judges  in  their  decision  in  the  celebrated 
McNaughten  case  in  1843.  In  fact  the  criminal  code  of  the  State 
of  New  York  to-day  defines  insanity  in  substantially  the  same 
language  as  that  used  by  the  judges  in  the  McNaughten  case, 
namely : 

A  person  is  not  excused  from  criminal  liability  as  an  idiot,  imbecile, 
lunatic  or  insane  person,  except  upon  the  proof  that,  as  the  time  of  com- 
mitting the  alleged  criminal  act,  he  was  laboring  under  such  a  defect  of 
reason,  as  either  (i)  not  to  know  the  nature  and  quality  of  the  act  he 
was  doing;  or  (2)  not  to  know  that  the  act  was  wrong. 

As  alienists  we  can  hardly  accept  this  "right  and  wrong" 
test  as  regards  responsibility  for  crime.  But  as  this  is  the  law 
of  the  State  of  New  York,  and  of  many  other  States  in  the  Union, 
we  are  obliged  to  abide  by  it.  In  fact,  as  experts,  we  have 
nothing  to  do  with  the  law.  Our  function  is  simply  to  determine, 
if  possible,  the  mental  condition  of  the  accused  at  the  time  the 
act  was  committed — a  purely  scientific  question.  Now,  every 
alienist  knows  perfectly  well  that  this  so-called  legal  definition  is 
unscientific  and  way  behind  the  age,  and  that  in  this  matter  the 
law  has  not  kept  pace  with  the  progress  of  medical  science.  Those 
who  are  familiar  with  the  phenomena  of  mental  disease  know 
perfectly  well  that  in  a  large  majority  of  cases  in  which  the  plea 
of  insanity  is  offered  as  a  defense  to  an  indictment  for  crime, 
the  accused  knows  the  difference  between  right  and  wrong  in  the 
abstract — a  large  majority  of  the  so-called  "  dangerous  "  or  "  crim- 
inal insane  "  being  paranoiacs.  We  know  that  paranoiacs  as  a 
rule  converse  coherently  and  plausibly,  and  that  they  reason  log- 
ically respecting  their  delusional  ideas,  but  that  they  always  reason 
from  wrong  premises,  the  mental  condition  being  one  of  gradually 
developed  delusional  ideas  of  the  systematised  variety,  without 
marked  mental  deterioration  or  clouding  of  consciousness.  So 
that,  in  most  cases,  with  us  the  question  is,  not  whether  the  indi- 
vidual knew  the  nature  and  quality  of  the  act  he  was  doing,  and 
knew  that  it  was  wrong,  but  whether  he  had  the  power  to  control 
his  act  and  to  resist  the  impulse  to  do  the  wrong,  or  whether 
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he  was  actuated  by  delusion  which  supplied  the  motive,  impelling 
him  to  do  the  act. 

Now,  if  every  form  and  stage  of  mental  disease  were  invariably 
attended  by  a  loss  or  suspension  of  the  knowledge  of  right  and 
wrong,  such  as  usually  occurs  in  extreme  types  of  mania,  melan- 
cholia, paretic-dementia,  etc.,  forms  or  stages  of  the  disease  which 
are  usually  characterized  by  mental  aberration  so  marked  as  to 
bring  them  easily  within  the  ken  of  unskilled  observers  who  would 
readily  recognize  the  symptoms  which  in  themselves  furnish  pre- 
sumptive evidence  of  a  lack  of  power  to  distinguish  rationally 
between  right  and  wrong,  no  valid  objection  could  be  raised  to 
the  present  legal  test  of  insanity,  wrong  in  principle  though  it  be, 
for  the  reason  that  its  practical  effect,  as  applied  to  the  class  of 
cases  referred  to,  would  be  to  establish  irresponsibility  in  sub- 
stantially every  case,  regardless  of  the  nature  of  the  act  com- 
mitted. Unfortunately,  however,  but  a  small  percentage  of  the 
insane  who  come  within  the  jurisdiction  of  our  criminal  courts 
belong  to  the  types  of  insanity  referred  to,  this  class  of  persons, 
being  usually  not  homicidal,  seldom  commit,  or  attempt  to  com- 
mit, homicide,  or  what  is  technically  known  as  crime  against  the 
person.  In  other  words,  such  persons  do  not  belong  to  the  "  dan- 
gerous insane,"  consequently  there  is  little  or  no  difficulty  in  such 
cases  in  determining  the  question  of  responsibility,  for  the  reason 
that  they  readily  fall  within  the  legal  conception  and  definition  of 
mental  disease.  It  is  the  obscure  and  doubtful  cases  that  so 
frequently  puzzle  our  courts  of  criminal  jurisdiction,  and  these 
are  drawn  almost  wholly  from  the  ranks  of  the  paranoiacs;  and 
this  class,  as  we  all  know,  frequently  commit  crimes  from  mo- 
tives similar  in  character  to  those  which  actuate  sane  persons, 
namely,  revenge,  vindication  of  personal  honor,  defense  of  life 
or  property,  etc.  But  if  we  seek  the  basis  of  these  motives  we 
shall  find  that,  unlike  the  the  motives  of  the  sane,  they  are  not 
founded  on  reality,  but  are  the  offspring  of  a  diseased  or  dis- 
ordered intellect,  a  psychopathic  state  which  has  deranged  the 
psychical  apparatus,  so  to  speak,  and  left  it  awry,  even  though 
the  logical  apparatus  remains  intact.  The  paranoiac  is  prone  to 
premise  falsely  and  to  morbidly  misinterpret  the  conduct  and 
motives  of  those  about  him.    And  while  he  may  reason  logically, 
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he  reasons  from  wrong  premises  and  in  a  way  that  a  sane  man 
would  not  do.  Such  being  the  case,  it  frequently  happens  that, 
under  the  requirements  of  our  criminal  code,  we  are  put  in  the 
false  position  of  testifying  in  effect  that  a  defendant  was  legally 
sane  when  he  committed  the  act,  that  is,  that  he  knew  the  nature 
and  quality  of  the  act  and  knew  that  it  was  wrong,  when  as  a 
matter  of  fact  we  know  that  he  was  insane  and  irresponsible, 
according  to  the  teachings  of  medical  science. 

It  has  been  suggested  that  the  most  satisfactory  way  to  deal 
with  criminal  cases,  especially  capital  ones,  in  which  insanity  is 
pleaded  as  a  defense,  would  be  to  keep  the  question  of  insanity 
out  of  the  case  entirely  during  the  trial,  and  to  allow  the  jury 
to  pass  only  on  the  question  of  the  guilt  or  innocence  of  the 
accused,  irrespective  of  his  mental  condition;  then,  if  the  defend- 
ant is  convicted,  let  the  court  appoint  a  commission  of  competent 
alienists  to  determine  his  mental  condition.  Such  a  commis- 
sion could  be  relied  upon  to  reach  a  sound  and  harmonious  con- 
clusion. The  writer  does  not  pretend  to  say  that  this  method 
would  be  feasible,  but  it  would  at  least  seem  to  offer  an  improve- 
ment on  the  present  method  of  determining  the  mental  condition 
of  a  defendant  which  puts  upon  a  jury  of  laymen,  who  presumably 
are  not  familiar  with  the  phenomena  of  mental  disease,  a  respon- 
sibility which  they  should  not  be  called  upon  to  assume.  If  the 
function  of  the  jury  were  restricted  to  a  finding  on  the  facts,  that 
is,  if  the  defendant  committed  the  act  as  charged,  and,  subse- 
quently, the  question  of  his  mental  condition  were  determined,  by 
competent  alienists  appointed  by  the  court,  it  is  believed  that  the 
finding  of  such  a  commission  would  be  accepted  by  the  public, 
both  lay  and  medical,  and  that  there  would  be  no  danger  of  a 
miscarriage  of  justice.  If  this  method  were  feasible  under  the 
constitution  it  would  seem  to  furnish  the  best  solution  of  expert 
testimony  in  criminal  cases  in  which  the  mental  condition  of  the 
accused  is  in  issue. 

"  So  long  as  mind  and  intention  shall  be  held  to  constitute  the 
foundation  of  legal  responsibility,"  says  Ordronaux,*  "  so  long 
will  their  absence  be  likewise  held  to  exonerate  from  all  imputa- 

*  Judicial   Problems  Relating  to  the  Disposal  of  Insane   Criminals,  by 
John  Ordronaux,  M.  D.,  1881. 
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bility  of  crime."  In  other  words,  before  there  can  be  guilt,  there 
must  be  mental  competency  to  concoct  it.  And  yet,  despite  this 
truism,  there  still  exists,  in  both  lay  and  medical  circles,  a  wide 
diversity  of  opinion  as  to  how  far  insanity  should  be  held  to 
absolve  from  criminal  responsibility.  These  diverse  and  even 
opposite  views  have  existed  from  the  time  that  Lord  Hale  under- 
took to  define  the  exact  extent  to  which  the  mental  movements 
were  influenced  by  insanity,  and  its  consequent  effect  in  impairing 
the  responsibility  of  its  victims,  down  to  the  present  time.  As  a 
result  of  his  investigations.  Lord  Hale  concluded  that  while  the 
milder  forms  of  insanity  might  not  be  sufficient  to  excuse  one 
from  responsibility  for  criminal  acts,  a  sufferer  from  the  severer 
types  of  the  disease  would  be  excusable  for  any  crime  he  might 
commit  under  its  influence.  Subsequently,  in  1843,  the  English 
judges,  in  response  to  questions  put  to  them  by  the  House  of 
Lords,  in  connection  with  the  celebrated  McNaughten  case,  formu- 
lated a  definition  or  test  of  insanity  which  was  substantially  the 
same  as  the  one  put  forth  by  Lord  Hale.  In  the  language  of  the 
learned  English  judges: 

To  establish  a  defense  on  the  ground  of  insanity,  it  must  be  clearly 
proved  that  at  the  time  of  committing  the  act,  the  accused  was  laboring 
under  such  a  defect  of  reason,  from  disease  of  the  mind,  as  not  to  know 
the  nature  and  quality  of  the  act  he  was  doing,  or,  if  he  did  know  it,  that 
he  did  not  know  he  was  doing  what  was  wrong. 

From  the  time  this  judge-made  law  was  promulgated  down  to 
the  present  day  our  criminal  courts,  with  their  traditional  regard 
for  precedent,  have  generally  accepted  it  blindly  and  propounded 
it  to  juries  in  almost  identical  language,  notwithstanding  the 
emphatic  protest  of  medical  men  that  such  test  is  in  direct  con- 
flict with  the  teachings  of  medical  science  and  false  in  its  applica- 
tion to  the  mentally  unsound.  As  before  stated,  the  Revised 
Code  of  Criminal  Procedure  of  the  State  of  New  York,  Section 
21,  defines  insanity  in  practically  the  same  terms  as  those  used  by 
the  English  judges  in  the  McNaughten  case.  Thus  it  appears 
that  our  lawmakers  blindly  following  the  dictum  of  Lord  Hale 
and  his  successors  on  the  English  bench,  and  ignoring  the  teach- 
ings of  medical  science,  have  undertaken  to  determine  by  statu- 
tory enactment  what  insanity  is  and  to  define  the  conditions  of 
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responsibility  in  mental  disease  by  declaring  in  law  what  shall  be 
rather  than  what  is,  and  have  thus  given  us  a  test  which  is  based 
on  a  misconception  of  the  true  nature  of  insanity,  and  so  narrow 
in  spirit  and  so  untenable  in  reason  that  every  experienced  alienist 
must  regard  it  as  artificial,  arbitrary  and  fraught  with  danger  to 
humanity  and  to  the  ends  of  justice.  "  The  true  test  of  irre- 
sponsibility "  says  Forbes  Winslow,  "  should  be,  not  whether  the 
party  accused  is  aware  of  the  criminality  of  his  actions,  but 
whether  he  has  lost  all  power  of  control  over  his  actions/* 
"  Make  the  man's  power  of  controlling  his  actions  the  test,"  says 
Clouston.     "  With  that  view  every  medical  man  will  agree." 

Hence,  it  would  appear,  if  medical  science  is  correct,  that  the 
real  question  of  fact  for  the  jury  to  determine  in  criminal  trials 
where  insanity  is  alleged,  is:  Did  the  accused  at  the  time  he 
committed  the  act  of  which  he  is  charged  have  sufficient  mental 
capacity  to  appreciate  rationally  the  nature  and  consequences 
of  the  act  he  was  committing,  and,  if  so,  had  he  sufficient  power 
of  will  to  enable  him  to  choose  between  doing  it  and  not  doing  it  ? 
It  must  be  admitted  that  a  correct  solution  of  this  question,  in- 
volving, as  it  does,  human  life  and  liberty,  is  of  vital  importance ; 
and  inasmuch  as  it  relates  directly  to  disease  the  facts  upon 
which  its  solution  depends  can  properly  be  interpreted  for  the 
jury  only  by  competent  medical  testimony.  If  this  were  done  it 
is  believed  that  much  of  the  conflict  of  opinion  in  our  law  courts 
respecting  the  question  of  responsibility  in  criminal  cases  where 
insanity  is  offered  as  a  defense  would  disappear. 

DISCUSSION. 

Dr.  Evans. — I  think  probably  there  is  no  member  of  this  Association 
whose  experience  better  warrants  an  opinion  upon  matters  of  this  sort 
than  Dr.  Carlos  F.  MacDtonald.  As  an  expert  he  is  a  man  of  wide  ex- 
perience; he  has  been  pretty  generally  educated  in  the  rugged  school  of 
experience.  In  practically  all  that  he  says  I  agree ;  in  several  items  I  sug- 
gest that  he  himself  knows,  as  he  intimated,  that  while  it  would  be  ideal 
should  such  an  order  of  things  obtain,  that  it  would  not  be  in  harmony 
with  the  Federal  Constitution  and  the  prevaiHng  court  practice  and  would 
conflict  with  statutes  of  the  various  States.  So  far  as  the  discussion  of 
the  Thaw  case  is  concerned,  I  cannot  on  this  particular  occasion,  for  ethical 
reasons,  feel  that  I  can  take  an  active  part  in  it.  I,  as  is  known,  was  more 
or  less  prominently  engaged  with  Mr.  Thaw,  and  supported  the  conten- 
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tions  of  his  counsel  and  his  family  for  his  defence  and  later  for  his  libera- 
tion. He  is  still  under  restraint  and  it  would  be  unethical  for  me  to  dis- 
cuss that  which  I  know  as  a  result  of  close  contact  with  him  and  his 
family,  especially  since  the  confidences  they  reposed  in  me  were  probably 
greater  than  those  reposed  in  all  the  physicians  who  had  anything  to  do 
with  his  trial.  There  were  differences  of  opinion.  Men  differed  honestly,  I 
believe.  Experienced  professional  men  believed  they  were  right  and  still  be- 
lieve they  were  right.  I  attended  a  State  medical  society  meeting  in  New 
Jersey  recently  and  heard  a  most  heated  discussion  over  some  so-called 
fundamental  principles  of  obstetrics,  and  as  well  known,  obstetrics  has  been 
more  or  less  known  to  the  human  family,  say  nothing  of  the  experts,  from 
an  early  period  in  history;  they  differed  as  to  surgical  interference  and  as 
to  how  it  should  be  done;  they  differed  as  to  the  time,  the  methods  and 
the  conclusions  reached  by  the  one  side  or  the  other  varied  greatly.  After 
that  a  paper  was  read  upon  expert  testimony  and  again  there  were  differ- 
ences of  opinion  expressed  with  much  feeling.  I  thought  then  and  think 
now  that  since  expert  obstetricians  so  radically  differ  on  the  important 
phases  of  their  professional  work,  it  should  not  be  thought  strange  that 
alienists,  neurologists  and  other  specialists  should  have  individual  views 
and  entertain  conflicting  opinions  with  sincerity. 

Dr.  MacDonald  spoke  of  the  courts  selecting  experts.  They  cannot  de- 
termine the  matter.  A  person  being  tried  for  his  life,  has  a  right  to  draw 
his  witnesses  from  wherever  he  pleases.  To  appoint  a  board  of  experts  for 
the  purpose  of  determining  from  their  own  standpoint  in  any  given  case  at 
once  prejudices  the  interests  of  the  man  being  tried.  It  may  seem  right  for 
the  experts  so  employed'  but  how  about  the  defendant?  Who  wants  to  be 
responsible  for  the  passage  of  the  law  which  would  prejudice  the  court 
against  a  man  in  a  trial  for  his  life? 

Now,  then,  another  point  was  that  such  a  board  of  experts  should  have 
private  papers  of  the  defendant.  Would  this  be  fair  or  right?  Would  it  be 
justice  to  force  the  defendant  to  disclose  his  entire  case  to  the  board  of 
experts  in  whose  selection  neither  he  nor  his  counsel  had  participated? 
You  may  take  up  the  most  minor  question  for  discussion  and  you  will  find 
a  division  of  sentiment.  For  example,  take  a  board  of  alienists,  experienced 
men,  and  let  them  pass  upon  a  man's  mental  condition,  would  the  court, 
the  jury  or  the  counsel  know  of  their  differences  while  in  conference  and 
how  they  had  reached  an  agreement  ?  I  grant  Dr.  MacDonald's  contention, 
that  the  committee's  report  would  carry  much  weight;  but  if  they  were  in 
error,  and  there  is  a  possibility  they  might  be,  the  force  of  their  report 
would  likely  hang  the  man,  and  it  is  open  to  serious  doubt  if  such  a  course 
would  be  fair  or  right.  An  open  fight  in  court  is  best  calculated  to  give 
justice. 

I  think  Justice  Bartlett's  contentions  as  read  by  Dr.  MacDonald  are  en- 
titled to  the  highest  respect  of  the  medical  profession.     Dr.  MacDonald 
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advocates  a  procedure  which  he  says  would  suit  the  district  attorney. 
That  may  be  so,  but  that  is  not  the  whole  side  in  the  contention  and  in  fact 
it  is  but  a  small  part  of  it.  Public  clamor  is  sometimes  right  and'  some- 
times wrong — frequently  wrong.  And  the  man  who  is  being  tried  for  his 
life  whether  insane  or  guilty  is  entitled  to  an  open  trial  even  if  experts 
suffer. 

I  agree  with  Dr.  MacDonald  that  the  expert  sitting  by  and  posting 
counsel  often  carries  with  it  objectionable  features.  Dr.  MacDonald,  how- 
ever, has  done  it  and  so  have  I. 

Dr.  MacDonald. — I  have  not  done  it  and  then  taken  the  witness  stand. 

Dr.  Evans. — I  labored  under  the  impression  you  had  done  it.  I  do  not 
think  it  is  a  good  plan  and'  probably  it  would  be  better  if  it  were  done  away 
with.  The  doctor  suggested  the  passage  of  resolutions  to  be  sent  to  the 
New  York  State  Bar  Association.  Personally,  I  would  be  opposed  to  this. 
The  New  York  State  Bar  Association  has  no  claims  upon  the  proceedings 
of  this  Association.  If  you  send  resolutions  to  all  bar  associations,  that 
would  be  another  proposition. 

Dr.  White. — I  think  the  difficulties  in  the  situation  are  very  largely  in 
practice,  difficulties  in  matters  of  law.  The  criminal  law  as  administered 
nowadays,  despite  opinion  to  the  contrary,  is  in  accordance  with  the  old 
Mosaic  law,  an  eye  for  an  eye,  a  tooth  for  a  tooth.  As  long  as  this  method 
holds  we  will  never  make  any  practical  progress  in  caring  for  the  criminal. 
I  do  not  think  long  prison  punishment  prevents  crime.  In  the  old  days 
when  they  hung  men  for  petty  thefts,  the  pickpockets  of  the  city  plied 
their  trade  in  the  crowd  that  was  witnessing  the  execution.  It  is  the  cer- 
tainty of  sentence  and  not  the  sentence  itself  that  is  preventive.  Half  the 
criminals  that  go  to  jail  never  expect  to  be  caught.  To  my  mind  we 
should  take  entirely  out  of  the  hands  of  the  jury  the  question  of  passing 
upon  the  mental  condition  of  the  defendant.  Let  them  pass  upon  the  fact 
as  charged  in  the  indictment.  Having  determined  the  fact  that  an  anti- 
social act  has  been  committed'  it  remains  to  determine  the  type  of  man 
who  is  the  offender.  It  is  the  duty  of  the  physicians  to  find  out  the  condi- 
tion of  the  man  and  to  determine  whether  his  mental  condition  is  such 
that  he  requires  medical  treatment,  or  whether  he  is  a  defective  and  requires 
reformatory  treatment;  in  other  words  having  the  man  in  custody  to  sug- 
gest the  form  of  treatment  best  calculated  to  protect  society  and  if  possible 
return  the  offender  as  a  useful  citizen.  Abolish  capital  punishment  to  start 
with ;  this  will  render  conviction  more  certain,  then  you  can  deal  with  him 
in  accordance  with  what  his  condition  demands,  and  to  my  mind,  that  is  the 
only  way  to  solve  the  criminal  problem. 

Dr.  MacDonald. — I  do  not  know  that  anything  has  come  out  in  the 
discussion  which  calls  for  any  extended  response  from  me.  I  would  like, 
however,  to  correst  a  misapprehension  on  the  part  of  the  first  speaker,  who 
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took  exception  to  what  he  seemingly  regarded  as  a  request  on  my  part  to 
this  Association  to  take  some  action  on  the  subject  of  the  report  of  a 
committee  of  the  New  York  Bar  Association,  suggesting  the  abolition  of  the 
plea  of  insanity  in  criminal  cases.  The  report  in  question  was  not  even 
adopted  by  the  Bar  Association,  the  matter  being  deferred  pending  an  ex- 
pression of  opinion  on  the  part  of  alienists  and  others  who  might  be  in- 
terested in  the  subject.  I  purposely  made  no  recommendation,  or  sug- 
gestion, regarding  it  in  my  paper,  but  merely  brought  the  matter  to  the 
attention  of  the  Association  for  its  consideration  and  action  should  it  choose 
to  take  any.  I  may  say,  however,  that  the  subject  is  one  which  the  Asso- 
ciation might  well  take'  up  in  connection  with  the  question  of  expert  testi- 
mony, it  being  one  of  interest  to  every  member  of  it;  and  I  now  say  that 
personally  I  would  be  glad  to  have  the  Association  discuss  the  subject 
broadly,  and  record  its  opinion  thereon,  in  response  to  the  courteous  re- 
quest of  the  committee  of  the  New  York  Bar  Association,  as  contained  in 
the  circular  letter  of  that  body. 

Respecting  the  ethics  of  medical  expert  testimony,  in  my  opinion  the 
whole  subject  can  be  summed  up  in  a  single  word,  namely,  conscience. 
No  expert  need  ever  go  against  his  conscience  in  giving  an  opinion.  More- 
over, no  honest  lawyer  will  ask  or  expect  him  to  do  so.  In  an  experience 
of  nearly  40  years,  in  over  a  thousand  cases,  in  which  I  have  participated, 
I  have  met  but  one  instance  in  which  a  lawyer  asked  me  to  testify  con- 
trary to  the  opinion  I  had'  formed.  In  that  case,  in  one  of  the  rural  coun- 
ties of  New  York,  the  lawyer  called  on  me  and  stated  that  he  was  about  to 
defend  a  man  charged  with  murder  and  that  the  defense  would  be  insanity. 
He  outlined  the  case  to  me  and  I  said  if  you  can  show  by  competent  evi- 
dence what  you  claim,  you  have  a  good  defence,  but  I  am  unwilling  to 
express  an  opinion  without  first  having  an  opportunity  to  examine  the  man. 
Later  I  went  to  the  jail  and  examined  the  prisoner  in  the  presence  of  his 
counsel.  I  found  it  was  a  very  flagrant  and  crude  attempt  at  shamming 
and  soon  succeeded  in  getting  the  man  to  confess  that  he  was  shamming 
and  to  tell  me  all  about  the  crime,  which  up  to  that  time  he  had  persistently 
denied,  even  to  his  counsel,  any  recollection  of.  I  convinced  his  lawyer  that 
he  was  shamming  and  informed  him  that  I  could  be  of  no  use  to  him  on 
the  trial  which  was  to  begin  on  the  following  day.  He  begged  me  to  re- 
main over,  saying  that  two  local  physicians  had  agreed  to  swear  that  the 
man  was  insane,  and  that  he  could  produce  sufficient  lay  testimony  upon 
which  to  frame  a  hypothetical  question  that  I  could  answer  consistently  in 
favor  of  the  defense;  that  the  district  attorney  would  learn  of  my  having 
been  there  and  would  make  a  strong  point  of  it  if  I  failed  to  appear  in  the 
case.  Moreover  that  he  contemplated  being  a  candidate  for  the  office  of 
district  attorney  at  the  next  election  and  if  he  could  secure  an  acquittal  in 
this,  the  first  murder  case  he  had  ever  had,  it  would  aid  him  materially  in 
securing  the  nomination.    I  informed  him  that  I  was  unwilling  to  lend  my 
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aid  to  a  trumped  up  defense,  or  to  one  in  which  I  did  not  believe,  and  I 
accordingly  retired  from  the  case. 

The  district  attorneys  of  Kings  and  New  York  counties  for  whom  I  have 
examined  a  great  many  cases  in  the  past  twenty  years,  have  always  allowed 
me  a  perfectly  free  hand  and  have  always  accepted'  my  conclusions  without 
question.  Some  of  these  cases  were  found  to  be  sane,  others  to  be  sane  and 
shamming,  while  others  were  found  to  be  insane,  the  latter  being  sent  to 
the  hospital  for  insane  criminals  without  the  formality  and  expense  of  a 
trial.  In  only  one  of  these  cases  was  there  even  a  suspicion  of  a  mistake 
in  diagnosis.  So,  as  before  remarked,  I  feel  that  the  whole  question  of 
ethics  in  these  matters  may  be  embraced  in  the  one  word,  conscience. 
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Professor  Emeritus  of  Physiology,  Cornell   University  Medical  College; 
Consulting  Physician  to  the  Manhattan  State  Hospital,  New  York. 

The  distinctly  criminal  insane,  notably  paranoiacs,  if  at  large 
and  not  under  restraint,  are  admitted  to  be  dangerous  to  the 
public  peace  and  safety.  In  the  State  of  New  York,  this  class  of 
offenders,  when  dealt  with  according  to  the  provisions  of  the  Code 
of  Criminal  Procedure,  is  under  restraint  in  the  custody  of  the 
Matteawan  State  Hospital,  an  institution  devoted  exclusively  to 
this  purpose.  The  jubilee  of  the  hospital  was  celebrated  in  1909; 
and  the  report  shows  that  during  the  50  years  of  its  existence  it 
has  received  in  all  3160  patients.  Of  this  number,  313  had  been 
indicted  for  homicide.  In  addition,  598  patients  had  been  indicted 
for  burglary,  a  certain  number  of  these,  for  burglary  with  assault. 
Thus,  more  than  50  per  cent  of  the  total  number  committed  or 
transferred  to  Matteawan  were  more  or  less  dangerous  to  the 
public  peace  and  safety. 

Of  the  313  homicidal  insane  received  at  Matteawan,  121  were 
convicts  and  192  are  classed  in  the  report  as  "  unconvicted." 
Nearly  all  those  classed  as  "  convicts  "  were  women ;  which  is 
explained  by  a  provision  in  the  statutes,  that  women  are  to  be  re- 
ceived irrespective  of  length  of  sentence.  No  male  convicts  are 
received  except  those  "  undergoing  a  sentence  of  one  year  or  less 
or  convicted  of  a  misdemeanor."  (The  Insanity  Law,  §118.)  The 
problem  of  dealing  with  these  dangerous  and  irresponsible  offend- 
ers is  indeed  formidable ;  but  their  care  is  an  unavoidable  public 
burden,  which  involves  a  large  expenditure  of  money.  As  re- 
gards Matteawan,  it  is  a  conservative  estimate  that  the  cost  of 
site  and  construction  was  at  least  $2,000,000.  The  cost  of  main- 
tenance for  the  year  1908- 1909  was  $155,000.  The  State  of  New 
York,  therefore,  pays  yearly  about  $250,000  for  protection  of  the 
people  against  crimes  by  the  insane. 
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The  average  population  of  the  Matteawan  State  Hospital  for 
1 908- 1 909  was  a  fraction  more  than  755.  The  normal  capacity  of 
the  hospital  is  556.  The  institution,  therefore,  is  now  seriously 
overcrowded;  and  this  condition  has  existed  for  several  years. 
Overcrowding,  unfortunately,  exists  in  nearly  all  public  institu- 
tions ;  and  it  is  seldom,  indeed,  that  provisions  for  public  depend- 
ants keep  pace  with  the  requirements. 

The  congested  condition  of  Matteawan,  which  is  unsafe  and 
demoralizing,  is  in  a  measure  remediable.  While  a  reduction  in 
the  number  of  convicts  seems  impracticable,  the  class  of  "  un- 
convicted " — from  25  to  50  per  cent  of  the  total  population — 
includes  many  who  might  properly  be  returned  to  the  courts  for 
trial. 

The  conditions  at  Dannemora  are  quite  different  from  those  at 
Matteawan,  although  both  institutions  are  under  the  control,  as 
regards  general  administration,  of  the  Superintendent  of  Prisons. 
The  Dannemora  State  Hospital  is  "  used  for  the  purpose  of  con- 
fining and  caring  for  such  male  prisoners  as  are  declared  insane 
while  confined  in  a  State  prison  or  reformatory,  or  while  serving 
a  sentence  of  more  than  one  year  in  a  penitentiary.  (The  Insanity 
Law,  §140.)  The  Matteawan  State  Hospital  is  "used  for  the 
purpose  of  holding  in  custody  and  caring  for  such  insane  persons 
as  may  be  committed  to  the  said  institution  by  courts  of  criminal 
jurisdiction,  or  transferred  thereto  by  the  State  Commission  in 
Lunacy,  and  for  such  convicted  persons  as  may  be  declared  insane 
while  undergoing  sentence  of  one  year  or  less  or  for  a  misde- 
meanor at  any  of  the  various  penal  institutions  of  the  State,  and 
for  all  female  convicts  becoming  insane  while  undergoing  sen- 
tence."   (The  Insanity  Law,  §110.) 

The  requirements  of  the  Dannemora  State  Hospital  are  simple. 
This  institution  is  for  the  custody  and  care  of  insane  convicts. 
Such  inmates  are  retained  only  for  so  long  as  they  are  insane. 
Those  who  recover  are  returned  to  prison  to  serve  out  their  terms. 
Those  remaining  in  hospital  after  expiration  of  sentence  are  re- 
tained for  so  long  as  they  are  insane  or  they  may  be  transferred, 
by  order  of  the  State  Commission  in  Lunacy,  to  any  of  the  so- 
called  civil  hospitals. 

The  inmates  of  the  Matteawan  State  Hospital,  with  few  and 


AUSTIN    FLINT.  1 75 

negligible  exceptions,  may  be  divided  into  convicts  and  uncon- 
victed. Of  the  3160  received  since  1859,  809  are  recorded  as 
"  unconvicted/'  a  little  more  than  25  per  cent ;  2326  are  recorded 
as  convicts,  and  25  as  "  cases  showing  criminal  tendencies,  trans- 
ferred from  other  State  hospitals,  order  State  Commission  in 
Lunacy."  Of  those  admitted  during  the  year  ending  September 
30,  1909,  45  are  classed  as  "  unconvicted,"  with  46,  as  under  sen- 
tence, about  50  per  cent  of  a  total  of  91  of  the  two  classes. 

The  "  unconvicted  "  are  persons  committed  by  the  courts,  as  in 
such  a  mental  condition  as  to  be  incapable  of  understanding  the 
proceeding  (trial)  or  making  their  defense. 

It  is  provided  that  this  class  of  inmates,  when  restored  to  rea- 
son, shall  be  returned  to  the  courts  for  trial.  That  this  should  be 
done,  and  done  without  undue  delay,  is  just,  both  to  the  public 
and  the  inmate;  and  it  is  here  that  a  reform  in  procedure  is 
demanded. 

Patients  received  in  a  hospital  for  the  insane  under  ordinary 
commitment  are  held  under  an  order  by  a  court  of  record,  based 
on  an  examination  and  certificate  of  two  qualified  examiners  in 
lunacy.  This  certificate  gives  a  fairly  complete  medical  history 
of  the  case.  It  is  said  by  superintendents  of  hospitals  for  the 
criminal  insane  that  they  receive  patients  from  the  courts,  either 
without  histories  or  with  histories  so  imperfect  as  to  render  diag- 
nosis and  prognosis  difficult.  This  often  leads  to  undue  detention 
of  patients,  an  injustice  to  the  patient  and  the  public  alike. 

In  my  opinion,  it  should  be  provided  by  statute,  that  when  an 
alleged  lunatic  is  committed  by  the  court,  a  complete  medical 
record  of  the  case  should  accompany  the  order,  the  same  to  be 
incorporated  in  the  case  book.  In  the  Insanity  Law  of  the  State 
of  New  York  it  is  provided  that,  in  cases  of  habeas  corpus,  .... 
"  the  medical  history  of  the  patient,  as  it  appears  in  the  case  book, 
shall  be  given  in  evidence,  .  .  .  ."    (The  Insanity  Law,  §93.) 

It  is  peculiarly  important  that  full  records  should  be  on  file  at 
hospitals  for  criminal  insane  in  cases  of  those  indicated  as  "  un- 
convicted." This  class  includes  a  few  cases  of  persons  acquitted 
on  the  ground  of  insanity  but  committed  to  an  institution  as  dan- 
gerous to  public  safety.  It  seems  to  me  that  a  new  section  should 
be  incorporated  in  the  Insanity  Law,  which  would  provide  for  a 
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complete  medical  record  of  each  and  every  person  sent  to  the  in- 
stitution as  incapable,  by  reason  of  insanity,  of  making  his  defense 
in  court,  or  acquitted  on  the  ground  of  insanity  and  dangerous  to 
public  peace  or  safety,  such  record  to  accompany  the  order  of 
commitment.  This  new  section  should  also  provide  for  reports  to 
the  courts,  at  stated  periods,  by  the  superintendent,  as  to  the 
existing  mental  condition  of  such  patients.  Insane  convicts  are 
transferred  to  Matteawan  from  penal  institutions  (state  prisons 
for  women,  county  penitentiaries  or  workhouses,  etc.,  under  the 
provisions  of  §118  of  the  Insanity  Law).  These  transfers  are 
made  under  an  order  by  a  judge  of  a  court  of  record  on  an  ex- 
amination and  certificate  by  two  legally  qualified  examiners  in 
lunacy.  This  certificate  is  a  sufficient  history  of  the  case ;  and  the 
Insanity  Law  already  provides  for  the  disposal  of  such  persons, 
either  by  discharge  or  by  return  to  prison  in  the  event  of  recovery. 
The  proposed  new  section  to  be  incorporated  in  the  Insanity  Law 
might  read  as  follows : 

§i2ia.  When  a  person  indicted  for  crime,  but  adjudged  to  be  incapable  of 
understanding  the  proceeding  of  a  trial  or  making  his  defense,  or  when  a 
person  has  been  acquitted  on  the  ground  of  insanity,  but  it  is  deemed  by 
the  court  that  his  immediate  discharge  would  be  dangerous  to  public  peace 
or  safety,  is  committed  to  a  state  hospital,  the  court  shall  direct  that  the 
medical  record  of  such  person  or  persons  shall  be  sent  to  the  said  hospital, 
the  same  to  be  incorporated  in  and  become  a  part  of  the  case  book.  In  such 
cases,  the  order  shall  state  that  such  person  or  persons  are  committed  to 
the  said  hospital  for  observation  and  report;  and  the  superintendent  of  the 
said  hospital  shall  make  reports  to  the  court,  within  six  months  dating 
from  the  time  of  commitment,  as  to  the  mental  condition  of  such  person 
or  persons,  and  shall  continue  to  make  such  reports  at  intervals  not  longer 
than  six  months. 

Within  one  year  after  the  passage  of  this  act,  the  superintendent  of  the 
state  hospital  for  the  criminal  insane  shall  report,  for  each  and  every 
patient  in  his  custody  and  care,  to  the  committing  court,  the  mental  condi- 
tion of  such  patients,  including  diagnosis  and  prognosis,  and  especially 
whether  the  mental  diseases  from  which  they  are  suffering  are  recoverable 
or  not  recoverable. 

After  the  first  reports,  if  there  shall  have  been  no  material  change  in  the 
mental  condition  of  a  patient  or  patients,  a  statement  of  such  fact  shall  be 
deemed  a  sufficient  report. 

Such  reports  as  suggested  above,  made  at  stated  intervals, 
would  certainly  contribute  to  relieve  the  congestion  of  state  hos- 
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pitals  for  the  criminal  insane,  especially  in  the  class  of  uncon- 
victed. The  criminal  calenders,  at  least  in  the  county  of  New 
York,  are  always  overburdened;  and  many  under  indictment  are 
deprived  thereby  of  their  right  to  speedy  trial.  Under  these  con- 
ditions, persons  under  indictment  sent  to  a  state  hospital  as  in- 
sane practically  disappear  and  are  forgotten.  If  desirous  of  trial, 
such  persons  have  a  remedy  only  in  writs  of  habeas  corpus.  The 
published  statistics  of  Matteawan,  unfortunately  for  my  purposes, 
do  not  show  the  present  number  of  inmates  in  the  so-called  uncon- 
victed class ;  but  if  it  be  assumed  that  this  is  about  33  per  cent  of 
the  total  population,  there  would  be  250  inmates  whose  cases 
should  be  reported  to  the  courts.  It  is  probable  that  a  considerable 
proportion  of  these  could  be  certified  as  not  proper  subjects  for 
further  retention  in  hospital. 

§1120.  Penal  Law. — An  act  done  by  a  person  who  is  an  idiot,  imbecile, 
lunatic  or  insane,  is  not  a  crime.  A  person  cannot  be  tried,  sentenced  to 
any  punishment  or  punished  for  a  crime  when  he  is  in  a  state  of  idiocy, 
imbecility,  lunacy  or  insanity  so  as  to  be  incapable  of  understanding  the 
proceeding  or  making  his  defense. 

A  person  is  not  excused  from  criminal  liability  as  an  idiot,  imbecile, 
lunatic  or  insane  person,  except  upon  proof  that,  at  the  time  of  the 
alleged  criminal  act,  he  was  laboring  under  such  a  defect  of  reason  as 
either, 

1.  Not  to  know  the  nature  and  quality  of  the  act  he  was  doing ;  or 

2.  Not  to  know  that  the  act  was  wrong. 

It  would  appear,  from  this  section  of  the  Penal  Law,  that  the 
first  question  to  be  inquired  into  and  determined,  in  the  case  of  a 
person  indicted  for  crime,  in  which  it  is  alleged  that  he  was,  at  the 
time  of  committing  the  act,  laboring  under  such  a  defect  of  reason 
as  "  not  to  know  the  nature  and  quality  of  the  act  he  was  doing ; 
or  not  to  know  that  the  act  was  wrong,"  should  be  whether  the 
alleged  insanity  at  the  time  of  committing  the  criminal  act  was 
continued  and  rendered  him  "  incapable  of  understanding  the 
proceeding  or  making  his  defense  " ;  in  which  case  he  could  not, 
under  the  statute,  be  tried,  sentenced  or  punished.  In  cases  of 
acquittal  on  the  ground  of  insanity,  it  is  evident  that  the  rights  of 
the  defendant  would  not  have  been  affected  by  a  failure  to  inquire 
into  his  mental  condition  at  the  time  of  trial. 

In  cases  in  which  a  plea  of  insanity  is  entered  according  to  the 
12 
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provisions  of  Section  336  of  the  Code  of  Criminal  Procedure,  it 
seems  logical  that  the  court  should  at  once  proceed  to  inquire  into 
and  determine  the  existing  mental  condition  of  the  defendant  and 
whether  he  is  capable  of  understanding  the  proceeding  and  mak- 
ing his  defense.  Statutes  already  exist  which  provide  for  such 
action;  but  a  slight  change,  which  makes  such  action,  before  or 
during  the  trial,  mandatory  would  often  forestall  long  and  expen- 
sive trials,  by  determining,  at  the  same  time,  the  mental  condition 
of  the  defendant  at  the  time  he  committed  the  criminal  act.  As 
the  statute  now  reads,  the  matter  is  within  the  discretion  of  the 
trial  court. 

§658.  Code  of  Criminal  Procedure. — When  a  defendant  pleads  insanity, 
as  prescribed  in  §336,  the  court  in  which  the  indictment  is  pending,  instead 
of  proceeding  with  trial  of  the  indictment  [must  inquire  into  and  determine 
the  mental  condition  of  the  defendant  or]  may  appoint  a  commission  of  not 
more  than  three  disinterested  persons  to  examine  him  and  report  to  the 
court  as  to  his  sanity  at  the  time  of  commission  of  the  crime 

§454  of  the  code  provides  that: 

When  the  defense  is  insanity  of  the  defendant  the  jury  must  be  in- 
structed, if  they  acquit  him  on  that  ground,  to  state  the  fact  with  their 
verdict.  The  court  must,  thereupon,  if  the  defendant  be  in  custody,  and 
they  deem  his  discharge  dangerous  to  the  public  peace  or  safety,  order  him 
to  be  committed  to  the  state  lunatic  asylum,  until  he  becomes  sane. 

To  return  to  §658,  the  second  paragraph  provides  that: 

....  If  a  defendant  in  confinement,  under  indictment,  appears  to  be, 
at  any  time  before  or  after  conviction,  insane,  the  court  in  which  the 
indictment  is  pending,  unless  the  defendant  is  under  sentence  of  death, 
may  appoint  a  like  commission  to  examine  him  and  report  to  the  court  as 
to  his  sanity  at  the  time  of  the  examination 

The  next  section  of  the  code  provides  for  the  disposition  of  the 
defendant  if  found  insane  during  the  progress  of  the  trial : 

§659.  If  the  commission  find  the  defendant  insane,  the  trial  of  judg- 
ment must  be  suspended  until  he  becomes  sane;  and  the  court,  if  it  deem 
his  discharge  dangerous  to  the  public  peace  or  safety,  must  order  that  he 
be,  in  the  meantime,  committed  by  the  sheriff  to  a  state  lunatic  asylum; 
and  that  upon  his  becoming  sane,  he  be  re-delivered  by  the  superintendent 
of  the  asylum  to  the  sheriff. 

An  examination  of  the  sections  just  quoted  from  the  code  shows 
that  the  provisions   of  §454  and   §659  are   mandatory;  but  in 
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§658,  an  investigation,  by  commission  or  otherwise,  is  discre- 
tionary with  the  court. 

"This  section  invests  the  trial  court  with  a  discretion  to  order  such 
examination  or  not  as  it  might,  from  inspection,  observation,  and  informa- 
tion, judge  to  be  necessary  or  expedient."  People  vs.  Mcllvaine,  125  N.  Y., 
609,  8  N.  Y.  Cr.  159. 

If  it  should  be  made  mandatory  in  §658,  by  the  introduction,  as 
suggested,  of  the  words  must  inquire  into  and  determine  the 
mental  condition  of  the  defendant  or,  this  would  render  less  fre- 
quent, frivolous  pleas  of  not  guilty  by  reason  of  insanity;  for  a 
plea  of  not  guilty,  qualified  only  by  the  specification  of  insanity, 
is  an  indirect  admission  of  the  crime.  Indeed,  in  most  cases  of 
this  kind,  the  corpus  delicti  is  practically  admitted. 

MISUSE  OF  THE  WRIT  OF  HABEAS  CORPUS. 

It  is  boldness  approaching  temerity  for  a  layman  to  venture 
upon  a  discussion  of  the  sacred  writ  of  habeas  corpus.  Neverthe- 
less, it  is  only  too  evident  that  the  writ  is  sometimes  grossly  mis- 
used, especially  by  the  reasoning  insane  in  confinement.  A  recent 
flagrant  example  of  this  is  the  case  of  the  People  against  Thaw, 
who  is  now  an  inmate  at  the  Matteawan  State  Hospital  as  a  dan- 
gerous person.  The  defendant  was  acquitted,  on  a  second  trial, 
of  murder  in  the  first  degree  and  was  committed  to  Matteawan  on 
February  i,  1908.  In  May,  1908,  he  obtained  a  writ  of  habeas 
corpus  returnable  before  Justice  Morschauser.  People  ex  rei, 
Peabody  (Thaw)  vs.  Baker,  59  Misc.  359,  May,  1908.  After  a 
long  and  costly  trial,  the  writ  was  dismissed,  and  the  relator  was 
remanded  to  Matteawan  as  still  insane  and  dangerous  to  public 
peace  and  safety.  On  a  second  writ,  in  July,  1909,  returnable 
before  Justice  Mills,  a  longer  and  more  costly  trial  was  had,  and 
the  relator  was  again  remanded  as  still  insane  and  dangerous  and 
probably  incurable.  People  ex  rel.  Thaw  vs.  Lamb,  118  N.  Y. 
Supp.  389,  August,  1909.  Various  other  proceedings,  instituted 
with  the  object  of  releasing  the  defendant,  have  contributed  to 
render  this  case  peculiarly  scandalous. 

The  writ  of  habeas  corpus  is  for  the  purpose  of  determining 
whether  or  not  the  relator  is  deprived  of  his  liberty  "  without  due 
process  of  law."     In  the  case  of  Thaw,  this  question  was  settled 
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definitively  in  accordance  with  an  overwhelming  array  of  prece- 
dent. The  defendant  was  committed  as  a  dangerous  person,  as  a 
plain  duty  devolving  upon  the  trial  judge  under  the  statute,  but 
only  until  he  should  become  sane.    It  was  "  not  a  sentence  of  the 

court The  commitment  to  the  asylum  is  only  part  of  the 

duty  cast  upon  the  court  '^  (Clearfield  Co.  vs.  Cameron  Township, 
135  Pa.  St.,  at  top  of  p.  93)  ;  and  the  commitment  was  essentially 
temporary.  Indeed,  public  safety  requires  immediate  commit- 
ment of  dangerous  lunatics  without  notice.  "  It  is  not  open  to 
contest  that  such  temporary  commitments  of  a  summary  character 
may  ht  made  ex  parte  and  in  the  exercise  of  the  general  police 
power  of  the  State  to  arrest  and  temporarily  confine  dangerous 
persons.  They  are  due  process  of  law."  Patterson,  J.  People  ex 
rel.  Ordway  vs.  St.  Saviour's  Sanitarium,  34  App.  Div.  363,  370. 
The  consensus  of  scientific  opinion  is  that  paranoia,  from  which 
the  relator  (Thaw)  is  suffering,  is  incurable;  and  the  universal 
opinion  of  alienists  is  expressed  in  the  general  statement  that  the 
persecuted  paranoiac  is  the  most  dangerous  of  the  insane.  It  has 
been  held  in  law  "  that  the  presumption  of  insanity,  once  found, 
continues;  that  the  fact  that  the  defendant  killed  a  man  is  con- 
clusive that  he  is  '  manifestly  dangerous,'  in  the  absence  of  clear 
evidence  that  his  mental  condition  has  undergone  a  radical 
change."    State  ex  rel.  Thompson  vs.  Snell,  46  Wash.  327. 

I  have  cited  the  Thaw  case  as  a  striking  example  of  misuse  of 
the  writ  of  habeas  corpus,  in  which  it  became  necessary  to  have 
two  reinvestigations  into  the  mental  condition  of  the  relator  in 
addition  to  the  question  of  legality  of  his  confinement.  The 
Matteawan  State  Hospital  contains  a  large  number  of  highly  dan- 
gerous paranoiacs,  and  I  am  personally  familiar  with  the  cases  in 
many  instances.  A  large  majority  of  these  persons  were  indicted 
for  murder  in  the  first  degree.  The  desire  for  repeated  writs  is 
almost  universal  with  these  inmates.  One  always  has  a  writ  pend- 
ing; and  in  another  case,  counsel  has  a  new  writ  ready  to  present 
to  the  court  the  moment  a  pending  writ  is  dismissed. 

A  writ  of  habeas  corpus  in  behalf  of  a  relator  who  is  in  custody 
as  an  insane  person  and  dangerous  is  quite  different  from  an 
ordinary  writ.  It  involves  much  more  than  the  question  as  to 
whether  the  relator  is  illegally  detained.  To  quote  again  from 
the  exhaustive  and  convincing  brief  of  Asst.  Dist.  Attv.  Robert  C. 
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Taylor,  of  counsel,  in  the  matter  of  the  People  ex  rel.  A.  Russell 
Peabody,  Relator  and  Appellant  vs.  Robert  W.  Chanler,  Sheriff 
of  the  County  of  Dutchess,  and  Robert  B.  Lamb,  Superintendent 
of  the  Matteawan  State  Hospital,  Respondents  (Thaw  case).  Re- 
ported 133  App.  Div.  159,  Affd.,  196  N.  Y.  525  ....  on  opin. 
below 

It  is  obvious  that  this  special  habeas  corpus  provided  by  §93,  Insan.  Law, 
provides  a  remedy  far  more  comprehensive  than  the  ordinary  writ  of 
habeas  corpus.  It  permits  an  inquiry  de  novo  into  the  prisoner's  present 
mental  state  whenever  and  so  often  as  he  claims  that  he  has  been  restored 
to  reason. 

It  is  not  probable  that  the  framers  of  the  Insanity  Law  contem- 
plated investigation  and  reinvestigation  following  reinvestigation 
into  the  mental  condition  of  patients;  yet  practically  this  is  the 
effect  of  the  law  in  cases  in  which  a  command  of  money  affords 
opportunity  for  endless  writs.  Without  abridging  in  any  degree 
the  right  of  prisoners  to  inquire  into  the  legality  of  their  restraint 
of  liberty,  it  seems  possible  to  remedy  this  evil  by  an  amendment 
of  the  present  law : 

§93.  Habeas  Corpus. — Any  one  in  custody  as  an  insane  person  is  entitled 
to  a  writ  of  habeas  corpus,  upon  proper  application  made  by  him  or  some 
friend  in  his  behalf.  Upon  the  return  of  such  writ,  the  fact  of  his  insanity 
shall  be  inquired  into  and  determined.  The  medical  history  of  the 
patient,  as  it  appears  in  the  case  book,  shall  be  given  in  evidence,  and  the 
superintendent  or  medical  officer  in  charge  of  the  institution  wherein  such 
person  is  held  in  custody,  and  any  proper  person,  shall  be  sworn  touching 
the  mental  condition  of  such  person. 

After  one  such  proceeding,  upon  zvhich  it  has  been  determined  that  the 
relator  is  still  insane,  he  shall  not  be  entitled  to  another  such  writ  within 
a  period  of  one  year,  except  for  cause  shown  and  in  the  discretion  of  the 
judge  to  whom  the  application  is  made. 

It  is  evident  that  the  State  Board  of  Insanity  of  Massachusetts 
has  recognized  the  misuse  of  the  writ  of  habeas  corpus  by  the 
insane,  notably  the  criminal  insane.  In  '*  the  Massachusetts 
Laws  relating  to  Insane  Persons,  revised  and  codified,  June,  1909," 
is  a  section  on  "  Commitment  of  Persons  acquitted  of  Murder, 
etc.,  by  Reason  of  Insanity,"  which  reads  as  follows : 

§104.  If  a  person  who  is  indicted  for  murder  or  manslaughter  is  ac- 
quitted by  the  jury  by  reason  of  insanity,  the  court  shall  order  him  to  be 
committed  to  a  state  hospital  for  the  insane  during  his  natural  life,  and 
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he  may  be  discharged  therefrom  by  the  governor,  with  the  advice  and 
consent  of  the  council,  when  he  is  satisfied  after  an  investigation  by  the 
state  board  of  insanity  that  such  person  may  be  discharged  without  danger 
to  others. 

Of  course  this  law  does  not  deprive  any  person  of  his  right  to 
an  ordinary  writ  of  habeas  corpus ;  but  on  the  return  of  such  writ, 
the  issue  would  be  simply  to  determine  as  to  whether  this  person 
is  illegally  restrained.  The  question  of  mental  condition  is,  as  it 
should  be,  left  to  those  whom  training  and  experience  have  quali- 
fied to  inquire  into  and  determine  such  matters. 

At  Bridgewater,  in  the  State  of  Massachusetts,  is  a  State  Asy- 
lum for  insane  criminals ;  and  it  probably  is  to  this  institution  that 
the  section  just  quoted  is  intended  to  apply.  The  statute  has  been 
in  force  since  1873 ;  and  it  does  not  appear  that  its  constitution- 
ality has  yet  been  called  in  question.  I  venture  to  say,  however, 
that  if  the  question  of  its  constitutionality  should  arise,  the  fact  of 
commitment  of  a  person  not  convicted  of  crime,  "  during  his 
natural  life,"  the  only  remedy  being  a  difificult  and  complex  ex 
parte  proceeding  such  as  provided  in  the  statute,  could  be  strongly 
urged  against  the  law.  In  the  "  Thaw  case,"  the  defendant  was 
committed  by  Justice  Dowling  to  "  be  detained  in  safe  custody  and 
be  sent  to  the  Matteawan  State  Hospital,  there  to  be  kept  in  said 
hospital  until  thence  discharged  by  due  process  of  law."  The 
"  due  process  of  law  "  referred  to  undoubtedly  is  indicated  in  §454 
of  the  Code  of  Criminal  Procedure: 

"When  the  defense  is  insanity  of  the  defendant  the  jury  must  be  in- 
structed, if  they  acquit  him  on  that  ground,  to  state  the  fact  with  their 
verdict.  The  court  must,  thereupon,  if  the  defendant  be  in  custody,  and 
they  deem  his  discharge  dangerous  to  the  public  peace  or  safety,  order 
him  to  be  committed  to  the  state  lunatic  asylum,  until  he  becomes  sane." 

The  "  commitment,"  in  such  case,  is  ''  essentially  temporary  " 
and  cannot  be  regarded  as  a  sentence.  In  the  Massachusetts  sta- 
tute it  is  provided  that  "  the  court  shall  order  him  to  be  com- 
mitted to  a  State  hospital  for  the  insane  during  his  natural  life." 
It  might  well  be  argued  that  this  is  practically  a  life-sentence  of 
a  person  acquitted  by  the  jury. 
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DISMISSAL  OF  INDICTMENTS  IN  CASES  OF  INMATES  OF  THE  MATTEA- 
WAN   STATE   HOSPITAL  WHO  ARE  NOT  CONVICTS. 

§120  of  the  Insanity  Law  reads,  in  part,  as  follows : 

....  Any  inmate  not  a  convict,  held  upon  an  order  of  a  court  or  judge, 
in  a  criminal  proceeding,  may  be  discharged  therefrom,  upon  the  superin- 
tendent's certificate  of  recovery,  made  to  and  approved  by  such  court  or 
judge. 

This  section  does  not  indicate  the  procedure  in  such  discharges ; 
but  this  is  provided  by  the  code : 

§661.  If  the  defendant  be  received  into  the  asylum,  he  must  be  detained 
there  until  he  becomes  sane.  When  he  becomes  sane,  the  superintendent 
must  give  a  written  notice  of  that  fact  to  a  judge  of  the  supreme  court 
of  the  district  in  which  the  asylum  is  situated.  The  judge  must  require 
the  sheriff  without  delay  to  bring  the  defendant  from  the  asylum,  and 
place  him  in  the  proper  custody  until  he  be  brought  to  trial,  judgment,  or 
execution  as  the  case  may  be,  or  be  legally  discharged. 

As  regards  the  Matteawan  State  Hospital  these  statutes  apply 
to  inmates  classed  as  "  unconvicted,"  with  the  exception  of  those 
who  have  been  acquitted  on  the  ground  of  insanity  and  those 
transferred  to  Matteawan  from  other  state  hospitals.  It  seems  to 
me  unwise  to  dismiss  indictments  in  certain  of  these  cases  while 
the  defendants  are  still  in  the  hospital,  as  is  not  infrequently  done. 
Many  of  the  "  unconvicted  "  are  affected  with  forms  of  insanity 
that  are  recoverable  but  likely  to  recur  if  the  patients  are  re- 
moved from  restraint.  Typical  examples  are  certain  cases  of 
alcoholic  insanity.  About  50  per  cent  of  those  committed  to 
Matteawan  since  1859  were  classed  as  "intemperate"  (1494  out 
of  3160).  Under  hospital  restraint  and  care,  most  subjects  of 
alcoholic  insanity  recover;  but  if  immediately  relieved  from  re- 
straint on  discharge  from  the  hospital,  renewed  indulgence  in 
alcohol  is  likely  to  lead  to  renewed  criminal  acts.  On  removal 
from  the  hospital,  such  persons  should  be  brought  to  trial  or  other- 
wise disposed  of  according  to  law.  A  subject  of  alcoholic  insanity 
with  criminal  tendencies,  so  far  as  his  relations  to  society  are  con- 
cerned, is  little  different  from  an  "  habitual  criminal,"  who,  under 
the  statute,  may  be  made  subject  to  legal  supervision  during  his 
natural  life  ''  to  the  same  extent  that  a  minor  is  subject  to  the 
control  of  his  parent  or  guardian."     It  is  unfortunate  that  the 
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Penal  Law  does  not  provide  for  a  similar  supervision  of  persons 
subject  to  recurrent  insanity  with  criminal  tendencies,  even  after 
acquittal  on  the  ground  of  insanity;  but  it  does  not  appear  how 
such  a  statute  could  be  framed  so  as  not  to  invade  constitutional 
rights. 

The  evil  of  dismissal  of  indictments  of  persons  in  custody  as 
unfit  to  go  to  trial  is  emphasized  by  a  recent  case  of  which  I  have 
some  personal  knowledge: 

PEOPLE  OF  THE  STATE  OF   NEW  YORK  AGAINST   JAMES    COURTNEY, 
INDICTED  FOR  MURDER  IN  THE  FIRST  DEGREE. 

In  November,  1907,  I  examined  the  defendant  with  Dr.  William 
Mabon.  We  testified  that  he  was,  at  the  time  of  such  trial,  in 
such  mental  condition  "  as  to  be  incapable  of  understanding  the 
proceeding  or  making  his  defense."  The  defendant  was  then 
committed  to  Matteawan,  where  I  saw  him  on  several  occasions, 
improved,  but  still  insane.  He  was  then,  however,  fairly  coherent 
and  connected  in  his  ideas  and  conversation.  He  told  me  that  he 
intended  to  apply  for  a  writ  of  habeas  corpus.  I  saw  him  last  in 
November,  1909.  The  rest  of  the  history  of  this  case  I  take  from 
"  The  Sun  "  and  have  no  reason  to  think  it  inaccurate : 

The  District  Attorney's  office  heard  nothing  of  the  matter  until  last 
month,  when  Mr.  Hyde  (of  counsel  for  Courtney)  informed  Assistant 
District  Attorney  Nott  that  he  had  been  in  correspondence  with  Dr.  R.  B. 
Lamb  at  Matteawan  and  that  Dr.  Lamb  had  written  that  Courtney's 
condition  had  not  improved.  Mr.  Nott  then  wrote  to  Dr.  Lamb,  who 
replied  that  he  believed  Courtney's  condition  of  insanity  was  permanent. 

Upon  that  representation,  on  March  8  last  Mr.  Nott  went  before  Judge 
Foster  and  had  the  indictment  for  murder  dismissed 

On  March  26,  19 10,  Courtney  was  committed  to  the  "  Tombs," 
on  an  order  from  Justice  Tompkins,  of  Nyack,  before  whom  he 
had  appeared  on  a  writ  of  habeas  corpus  obtained  on  his  personal 
application  by  mail. 

The  prisoner  was  taken  before  Judge  Tompkins,  who  conducted  the 
examination  himself.  No  attorney  appeared  for  Courtney  and  no  experts 
were  heard.  Dr.  R.  F.  Kieb  of  the  Matteawan  Asylum  staff  opposed  the 
removal  of  Courtney  from  the  hospital  on  the  ground  that  he  was  not  a 
safe  person  to  be  at  large.  Judge  Tompkins  decided  that  the  prisoner 
was  in  a  fit  condition  to  stand  trial  and  ordered  that  he  be  turned  over  to 
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the  New  York  authorities,  evidently  supposing  that  the  ten-year  old 
indictment  still  stood.  No  notice  of  the  dismissal  of  the  indictment  had 
been  received  at  Matteawan. 

As  a  result  of  these  complications,  Justice  Tompkins  decided  to 
remand  Courtney  to  Matteawan  and  reopen  the  case.  A  rehearing 
was  held  on  April  2  and  the  case  was  adjourned  for  two  weeks  in 
order  to  obtain  additional  testimony.  On  April  16,  Dr.  Mabon 
testified  that  it  was  not  safe  for  the  public  for  Courtney  to  be  at 
large.  The  writ  was  accordingly  dismissed,  and  Courtney  was 
sent  back  to  Matteawan.  A  new  indictment  had  been  prepared  to 
take  the  place  of  the  indictment  that  was  dismissed,  in  case  it 
should  be  needed ;  but  detectives  reported  that,  of  the  witnesses  to 
the  murder,  "  some  had  died  and  none  of  the  others  could  be 
found."    The  crime  was  committed  October  7,  1900. 

The  case  of  Courtney  is  exceptional ;  but  the  conditions  existing 
in  the  State  of  New  York  are  such,  that  an  indefinite  continuance 
of  indictments  of  persons  charged  with  murder  in  the  first  degree 
would  be  unjust  to  assigned  counsel,  without  some  modification  of 
the  penal  law,  as  will  be  seen  by  the  following  section : 

§308 When  services  are  rendered  in  pursuance  of  such  assignment 

in  a  case  where  the  offense  charged  in  the  indictment  is  punishable  by 
death,  or  on  an  appeal  from  a  judgment  of  death,  the  court  in  which  the 
defendant  is  tried  or  the  action  or  indictment  is  otherwise  disposed  of,  or 
by  which  the  appeal  is  finally  determined,  may  allow  such  counsel  his 
personal  and  incidental  expenses  upon  a  verified  statement  thereof  being 
filed  with  the  clerk  of  such  court,  not  exceeding  the  sum  of  five  hundred 
dollars,  which  allowance  shall  be  a  charge  upon  the  county  in  which  the 
indictment  for  the  action  is  found,  to  be  paid  out  of  the  court  fund,  upon 
the  certificate  of  the  justice  presiding  at  the  trial  or  otherwise  disposing 
of  the  indictment,  or  upon  the  certificate  of  the  appellate  court,  but  no  such 
allowance  shall  be  made  unless  an  affidavit  is  filed  with  the  clerk  of  the 
county  by  or  on  behalf  of  the  defendant  showing  that  he  is  wholly  destitute 
of  means. 

It  has  been  held,  however,  that  an  allowance  is  not  authorized 
where  the  defendant  is  found,  by  a  commission,  to  be  insane — 
People  ex  rel.  Mullen  vs.  Coler,  61  App.  Div.  538. 

In  the  case  of  Courtney,  the  defendant's  insanity  was  found  by 
the  court  on  the  testimony  of  the  people's  experts,  and  not  by  a 
commission;  and  it  is  probable  that  counsel  asked  for  a  dismissal 
of  the  indictment  so  as  to  obtain  the  allowance  by  the  court. 
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It  seems  to  me  proper  that  an  indictment  should  be  dismissed, 
while  the  defendant  is  still  in  Matteawan,  on  a  certificate  by  the 
superintendent  that  he  is  incurably  insane  and  an  affidavit  by  the 
district  attorney  that  he  believes  the  defendant  could  not  be  con- 
victed if  brought  to  trial.  To  provide  for  this  is  the  object  of  the 
following  proposed  new  section  of  the  Code  of  Criminal  Pro- 
cedure : 

§66ia.  When  a  person  under  indictment  for  a  crime  has  been  found  to 
he  in  a  state  of  idiocy,  imbecility,  lunacy  or  insanity  so  as  to  he  incapable 
of  understanding  the  proceeding  or  making  his  defense  and  has  been 
committed  to  a  state  lunatic  asylum  until  he  becomes  sane,  the  indictment 
against  him  shall  not  be  dismissed  while  he  is  in  custody  in  such  asylum; 
and  the  indictment  can  be  dismissed  only  after  such  defendant,  in  case 
he  should  have  become  sane,  has  been  redelivered  to  the  sheriff,  either  on 
a  certificate  by  the  superintendent  of  the  asylum  that  he  has  become  sane 
or  under  a  writ  of  habeas  corpus.  In  case  the  defendant  is  under  indict- 
ment for  an  offense  punishable  by  death,  the  indictment  may  he  dismissed 
upon  presentation  to  a  court  of  competent  jurisdiction,  in  the  county  in 
which  the  indictment  was  found,  of  a  verified  statement  by  the  superintend- 
ent of  the  asylum  that  he  is  incurably  insane  and  an  affidavit  by  the  district 
attorney  of  the  said  county  that  he  believes  the  defendant  could  not  be 
convicted  of  the  crime  charged  in  the  indictment  or  of  any  degree  of  murder 
or  manslaughter. 

DISCUSSION. 

Dr.  Lamb. — I  want  to  say  just  a  word  in  appreciation  of  Dr.  Flint's 
paper.  Inwardly,  one  might  almost  wish  that  he  be  substituted  for  the  law 
making  powers  of  New  York  State  until  some  of  his  excellent  recommenda- 
tions could  be  enacted. 

In  the  consideration  of  statistics  I  think  it  quite  possible  that  it  would 
have  been  rather  better  had  Dr.  Flint  and  I  had  a  Httle  consultation.  It 
must  be  borne  in  mind  that  the  function  of  the  Matteawan  State  Hospital 
has  twice  been  changed.  At  first  it  received  insane  convicts  only.  Some 
ID  or  15  years  after  its  foundation  certain  insane  criminals  were  com- 
mitted previous  to  their  trial.  This  made  a  mixed  population — part  con- 
vict and  part  criminal.  Finally,  in  1900,  the  convict  part  was  taken  out, 
leaving  only  the  criminal  and  certain  time  expired  cases.  So  where  the 
original  function  of  the  hospital  was  to  care  for  the  convicted  felons  who 
became  insane,  this  has  now  been  changed  and  the  institution  is  really  an 
annex  to  the  courts, — all  of  which  modifies  statistics  which  cover  and  in- 
clude its  whole  history. 

While  approximately  50  per  cent  of  its  admissions  may  at  certain  periods 
have  been  homicidal,  I  think  that  at  present  30  to  35  per  cent  would  probably 
be  a  fairer  estimate. 
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The  suggestion  made  by  the  speaker  that  the  court  be  furnished'  with  a 
written  report  in  every  case,  is  an  excellent  one.  The  usual  practice  is  to 
answer  fully  any  inquiries  that  may  be  made — and  I  believe  that  far  more 
of  these  come  from  the  district  attorneys  than  from  the  court  proper.  It 
would  be  far  better,  too,  if  the  report  be  made  mandatory,  as  this  would 
make  the  report  an  official  record  of  both  the  institution  and  the  court.  I 
believe  further  that  a  copy  of  such  report  should  go  to  the  district  attorney. 

I  am  sure  we  are  all  grateful  to  Dr.  Flint. for  bringing  this  subject  before 
the  Association,  and  while  at  first  sight  it  might  appear  largely  relative  to 
New  York,  we  must  bear  in  mind  that  Ohio,  Pennsylvania,  Virginia,  and 
other  States,  are  about  to  enact  legislation  which  covers  this  topic.  So 
that  that  which  relates  to  New  York,  relates  also  to  numerous  other  States 
represented  in  this  assembly. 

Dr.  North. — Referring  to  my  own  paper  I  have  nothing  to  add  to  what 
I  have  said.  Regarding  the  question  of  habeas  corpus  proceedings  I  be- 
lieve that  some  legal  action,  which  will  limit  the  number  of  writs  to  be 
granted  in  any  given  case,  is  necessary.  At  Dannemora  the  only  safeguard 
we  have  to  protect  us  from  a  series  of  troublesome  and  useless  writs  is  the 
fact  that  the  patients  are  unable  to  file  their  applications  in  proper  form. 
In  New  York  State  a  justice  must  allow  the  writ  if  the  application  is  in 
proper  form,  there  being  a  penalty  of  $1000  if  he  refuses.  I  have  recently 
been  requested  by  a  supreme  court  justice  to  aid  a  dangerous  paranoiac  in 
this  respect.  The  justice  forwarded'  to  me  three  copies  of  the  form  of 
application  and  directed  me  to  assist  the  patient  in  filling  this  application 
blank,  and  also  directed  me  to  provide  the  patient  with  a  notary  in  order 
that  the  completed  application  could  be  filed  in  due  form.  I  was  unwilling 
to  take  this  responsibility.  I  had  no  desire  to  deprive  any  inmate  of  his 
rights,  but  knew  that  once  a  form  was  furnished  in  this  way  nothing  could 
prevent  a  flood  of  applications  which  would  result  in  the  granting  of 
writs  to  insane  degenerates,  insane  imbeciles,  epileptics  and  others,  nearly 
all  of  them  habitual  criminals.  I  wrote  the  justice  and  explained  the  facts 
as  best  I  could,  stating  that,  if  after  receiving  my  explanation  he  still  de- 
sired me  to  carry  out  his  instructions,  I  would  request  that  it  be  by  judicial 
order.  He  replied  that  he  would  not  of  his  own  motion  make  a  court  order 
to  direct  my  course.  The  writs  have  not  been  issued.  It  is  a  fact,  how- 
ever, that  at  the  present  time  the  only  obstacle  to  the  obtaining  of  writs  by 
all  of  the  more  active  patients  at  the  Hospital  for  the  Convict  Insane  at 
Dannemora  is  the  simple  condition  that  the  patients  are  unable  to  file  their 
applications  in  proper  form. 

Dr.  MacDonald. — Owing  to  the  lateness  of  the  hour  I  shall  occupy  but 
a  few  minutes  in  the  discussion  of  Dr.  Flint's  admirable  and  most  com- 
mendable paper  respecting  the  abuses  which  have  grown  up  in  connec- 
tion with  habeas  corpus  proceedings  in  cases  of  persons  confined  in  our 
institutions  for  the  criminal  insane.  I  fully  concur  in  Dr.  Flint's  sug- 
gestions as  to  statutory  amendments  which,  if  carried  out,  I  believe  would 
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largely  do  away  with  the  evils  complained  of,  evils  with  which  we  are  all 
familiar,  and  which  are  strikingly  illustrated  in  the  recent  attempts  of 
Harry  K.  Thaw  to  obtain  his  freedom  by  this  means,  attempts  which  in- 
volved hearings  of  several  weeks  duration,  at  large  expense  to  the  people 
and  to  his  family,  and  which,  fortunately  for  the  peace  and  safety  of  the 
community,  failed  of  success,  by  reason  of  the  forensic  skill  and  ability  of 
counsel  for  the  people,  especially  of  District  Attorney  Jerome,  and  the 
wisdom  and  honesty  of  the  judges  who  heard  the  case. 

The  case  of  Thaw  is  only  one  of  many  which  have  come  under  my  per- 
sonal observation,  the  most  flagrant  one  being  that  of  a  chronic  paranoiac 
of  the  litigious  and  generally  troublesome  type  who  has  served  several 
terms  in  State  prison,  has  been  an  inmate  of  the  Auburn  and  Matteawan 
hospitals  for  the  criminal  insane  and'  is  now  a  patient  in  the  Dannemora 
State  Hospital  for  Insane  Convicts.  This  man  exhibits  well-marked  de- 
lusions of  persecution,  conspiracy,  poisoning,  etc.  He  includes  among  "  the 
conspirators "  ex-governors  of  New  York^ — Col.  Roosevelt,  Governors 
Odell,  Hill,  Morton,  Flower  and  Black;  also  District  Attorney  Jerome, 
several  justices  of  the  supreme  court,  commissioners  in  lunacy  together 
with  the  medical  officers,  nurses,  prison  officials,  etc.,  of  the  respective  in- 
stitutions in  which  he  has  been  confined.  In  fact  he  includes  every  official 
or  employee  with  whom  he  has  had  correspondence  or  contact.  He  claims 
to  have  knowledge  of  certain  corrupt  practices  which  he  discovered  in 
Sing  Sing  prison  years  ago  where  he  was  first  confined  and  which,  if  dis- 
closed, would'  be  ruinous  to  the  prison  officials  and  to  the  political  parties 
which  they  represent;  and  that  in  order  to  protect  themselves  from  the 
disastrous  effect,  political  and  otherwise,  of  such  disclosures,  all  of  the 
parties  mentioned  are  conspiring  to  keep  him  confined  as  a  lunatic  and  also 
to  compass  his  death  by  indirect  means.  He  has  had  a  great  many  writs  in 
the  last  fifteen  years,  in  the  proceedings  in  several  of  which  I  have  testified. 
In  fact  he  may  be  said  to  have  the  habeas  corpus  habit,  and  he  seems  to  be 
able  to  obtain  a  writ  whenever  his  poor  deluded  mother  succeeds  in  raising 
sufficient  means  to  retain  a  lawyer  for  that  purpose.  Latterly  he  has  in- 
sisted on  conducting  his  own  case  in  court  in  doing  which  he  displays  not 
a  little  skill  in  the  cross  examination  of  his  own  witnesses.  He  usually 
manages  to  have  the  writ  returnable  in  New  York  City,  where  he  must  be 
produced  at  considerable  expense  to  the  State  for  transportation,  etc.  of 
doctors,  attendants  and  others.  On  the  last  occasion  he  was  permitted  to 
monopolize  the  attention  of  the  court  for  five  consecutive  days  and  was 
allowed  the  widest  latitude  in  the  cross-examination  of  such  of  the  "  con- 
spirators "  as  he  was  able  to  have  subpoened.  Among  the  witnesses  were 
Ex-Governor  Odell,  who  was  detained  in  court  three  days.  District  Attor- 
ney Jerome,  to  whom  he  at  one  time  appealed  for  redress  for  his  imaginary 
wrongs,  two  supreme  court  justices,  who  had'  remanded  him  on  previous 
hearings  and  who  had  to  adjourn  their  court  in  Brooklyn  to  attend  the 
hearing,  and  myself,  who  had  testified  to  his  insanity  on  previous  occasions. 
He  also  tried  to  have  subpoenas  issued  for  President  Roosevelt,  and  Ex- 


DISCUSSION.  189 

Governors  Morton  and  Hill.  He  read  long,  rambling,  tedious  briefs  from 
time  to  time  and  quoted  from  law  books  which  he  had  in  his  possession. 
Why  such  a  manifestly  insane  person  should  be  allowed  to  occupy  the 
attention  of  a  court  and  detain  important  business  men  for  so  long  a 
period  I  am  unable  to  understand.  Suffice  it  to  say,  however,  that  when  on 
the  fifth  day,  the  presiding  judge  ventured  to  curtail  one  of  his  long 
speeches  he  said,  "Ah,  I  see  that  your  honor  is  also  in  the  conspiracy." 
Whereupon  the  judge  replied,  calling  the  man  by  name:  "My  decision  is 
that  you  were  insane  when  you  were  committed,  that  you  are  now  insane, 
and  I  remand  you  to  the  custody  of  the  hospital."  The  man  has  since 
applied  for  and  obtained  another  writ,  but  the  court  which  granted  it  made 
it  returnable  before  a  judge  in  the  vicinity  of  the  hospital,  instead  of  in 
New  York  City,  and  this  the  man  declined  to  accept.  I  have  cited  this 
case  somewhat  at  length  as  illustrative  of  the  abuse  of  the  writ  of  habeas 
corpus  in  the  case  of  lunatics.  If  the  suggestions  made  by  Dr.  Flint  in  his 
paper  could  be  incorporated  into  our  insanity  laws  I  think  it  would  put  an 
end  to  this  scandalous  abuse. 

Dr.  Flint. — I  have  nothing  to  add  to  the  paper  that  I  have  had  the  honor 
to  read ;  but  I  take  the  opportunity  now  given  to  me  to  thank  the  members 
of  the  Association  present  for  their  patient  attention  beyond  the  prescribed 
limit  of  time  and  specially  those  who  have  discussed  the  views  I  have 
presented. 
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By  CHARLES  H.  NORTH,  M.  D.,  Dannemora,  N.  Y. 

Of  the  seven  hundred  and  twenty-eight  patients  admitted  to  the 
Dannemora  Hospital  for  Insane  Convicts  since  the  opening  of  the 
Institution  in  November,  1900,  two  hundred  and  sixty-six,  or 
thirty-six  and  one-half  per  cent,  have  been  adolescents  of  the  aver- 
age age  of  twenty-one  years.  The  average  age  of  those  admitted 
since  1908  has  been  but  twenty  years.  With  two  exceptions,  all 
of  these  youthful  criminals  have  been  convicted  of  felony.  The 
list  of  their  crimes  is  a  long  one  and  includes  all  of  the  more  com- 
mon offenses,  from  the  lesser  degrees  of  burglary  and  larceny,  to 
rape,  robbery  and  murder. 

The  diagnosis  in  ninety-one  of  the  two  hundred  and  sixty-six 
cases,  or  about  thirty-four  per  cent,  has  been  dementia  prsecox ;  and 
in  one  hundred  and  twenty  cases,  or  about  forty-five  per  cent, 
imbecility  with  insantiy. 

Among  these  adolescents,  as  would  be  expected  where  insanity, 
imbecility  and  crime  are  in  combination,  the  morphological  stig- 
mata of  degeneration  are  common.  As  the  result  of  an  examina- 
tion of  one  hundred  and  thirteen  of  these  patients,  now  residents 
of  the  hospital,  it  was  found  that  but  four  were  comparatively  free 
from  such  indications  of  degeneracy,  and  that  seventy-eight  indi- 
viduals of  the  one  hundred  and  thirteen  exhibited  from  three  to 
ten  of  the  more  obvious  stigmata. 

Among  the  mental  characteristics  prominent  in  the  imbecile  class 
where  recovery  from  the  psychosis  enables  the  normal  mental 
condition  of  the  individual  to  be  more  accurately  determined,  are, 
in  addition  to  the  defective  moral  sense,  of  which  there  are  so  many 
different  manifestations,  weakness  of  will-power  and  the  power  of 
self-control,  defects  of  attention  with  inability  to  apply  themselves, 
poor  reasoning  power  and  judgment,  childishness,  emotionalism, 
vanity  and  egotism. 
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It  is  the  psychosis  which  predominates  with  such  of  these  adoles- 
cent patients  as  are  classed  as  imbeciles  that  I  wish  to  describe 
more  particularly  at  this  time;  not  because  there  is  anything 
essentially  new  to  be  described,  but  because  this  derangement 
affects  so  many  of  the  poorly-equipped  youths  committed  to  Danne- 
mora  from  the  Elmira  and  Napanoch  Reformatories  that  it  prom- 
ises soon  to  become  an  important  factor  in  the  problem  of  the 
further  provision  for  the  criminal  insane  in  New  York,  and  I 
assume,  in  time,  in  other  populous  States  as  well. 

As  the  rather  large  proportion  of  the  admissions  grouped  under 
the  heading,  imbecility,  idiocy  with  insanity,  in  our  provisional 
classification,  resulted  in  some  inquiries,  an  explanation  seemed 
desirable  and  in  the  last  annual  report  to  the  Superintendent  of 
State  Prisons  it  was  stated  that  no  patients  had  been  admitted 
exhibiting  the  degree  of  mental  defect  to  which  the  word  idiocy  is 
commonly  applied,  and  that  the  term  imbecility  was  used  in  a 
somewhat  broader  sense  than  is  generally  understood  or  than  was 
at  one  time  given  it  by  the  medical  officers  in  recording  diagnoses. 

Some  of  the  individuals  of  the  class  under  consideration  would 
appear  to  the  casual  observer  to  be,  if  not  of  very  fair  intelligence, 
at  least  without  defects  of  a  character  to  warrant  their  classification 
as  imbeciles.  They  are,  however,  upon  close  acquaintance,  found 
to  be  so  defective  as  to  require  some  such  designation.  The  defect 
may  be  chiefly  moral  in  its  nature,  though,  as  stated,  in  a  vast 
majority  of  the  cases,  some  of  the  more  obvious  physical  stigmata 
are  present  and  examination  establishes  the  inferior  mental  status. 

These  defectives  are  for  the  most  part  the  product  of  a  bad 
heredity  and  a  bad  environment  and  have  been  subjected  to  little 
or  no  discipline  from  childhood.  Convicted  for  the  first  time  and 
sentenced  to  the  reformatory,  they  enter  a  routine  where  discipline 
is  strict  and  where  considerable  individual  effort,  in  the  schools  and 
in  the  learning  of  trades,  is  essential  to  promotion  and  parole. 
The  histories  of  their  reformatory  experiences  are  records  of 
repeated  failures,  even  where  any  genuine  effort  has  been  made, 
and  in  many  cases,  due  to  lack  of  interest  and  deficient  powers  of 
attention  and  application,  no  real  effort,  measured  by  that  of  the 
average  inmate,  has  been  made.  Like  wild  things  in  a  cage,  their 
first  impulse  has  been  to  beat  against  the  bars ;  rules  are  violated ; 
the  forbidden  tobacco  is  obtained  by  stealth  and  used  on  the  sly: 
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the  poorly-equipped  boy  of  this  type  will  not,  perhaps  cannot,  main- 
tain silence  on  all  occasions  where  the  rules  demand  it;  in  time  a 
series  of  bad  reports  results  in  a  reduction  in  grade.  Notwith- 
standing the  fact  that  he  may  have  shown  little  interest  in  making 
progress  from  day  to  day,  he  is  now  discouraged  and  his  dis- 
couragement is  perhaps  intensified  by  the  knowledge  that  others 
who  came  with  him  are  progressing,  or  it  may  be,  going  home  on 
parole.  In  short,  he  has  demonstrated  that  he  is  unequal  to  the 
requirements  of  a  reformatory  routine  which  are  readily  met  by  the 
better-equipped  inmate.  He  cannot  gain  promotion,  much  less  a 
parole,  and  sooner  or  later  the  symptoms  of  an  actual  psychosis 
appear.  In  general,  these  symptoms  may  include  depression,  ela- 
tion, excitement,  disturbances  of  apprehension  and  attention,  delu- 
sions and  hallucinations,  often  of  a  dreamy  character.  Not  infre- 
quently the  patient  is  free  from  the  more  serious  symptoms  in  two 
or  three  days  after  admission  to  the  hospital  for  the  insane  and  in  a 
week  or  two,  may  be,  so  far  as  can  be  determined,  in  his  normal 
condition,  which  proves  to  be  that  of  the  defective  youth  described. 
A  few  case  histories  will  serve  to  furnish  a  more  comprehensive 
account  of  these  psychoses.  In  each  case  the  reformatory  expe- 
rience of  the  individual  was  that  already  outlined. 

Case  I. — H.  J.  Age  19.  Single.  Admitted  from  the  Elmira  Reforma- 
tory May  20,  1909;  a  native  of  New  York  City.  He  was  convicted  of  the 
crime  of  grand  larceny  in  the  second  degree  upon  his  own  confession  and 
plea  of  guilty;  sentenced  December  i,  1908;  maximum  term  five  years. 
He  was  adopted  from  an  institution  and  has  no  knowledge  of  his  real 
parents  or  relatives.  He  admits  using  beer  in  moderation.  He  was  com- 
mitted to  the  juvenile  asylum  at  ten  years  of  age,  where  he  remained  one 
year.  There  was  no  history  of  previous  insanity.  The  physical  status  was 
as  follows: 

Weight. — 130  pounds.    Height — Five  feet  seven  inches. 

General  Type. — Forehead  low  and  bulging;  eyes  prominent;  facial  asym- 
metry, left  side  of  face  fuller  than  right;  nose  deviated  to  the  left;  palate 
high  and  narrow;  teeth  irregularly  implanted  and  lower  jaw  prognathous. 

Skin. — Clear. 

Mucous  Membranes. — Good  color. 

Hair. — Light. 

Eyes. — Blue. 

Haemoglobin. — Ninety  per  cent. 

General  Complexion. — Light. 

General  Nutrition. — Fair. 

Musculature. — Of  fair  amount. 

13 
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No  history  or  evidence  of  syphilis  or  rheumatism. 

Subjective  Sensations. — "  I  feel  good." 

Vision,  hearing,  taste,  smell,  cutaneous  sensibility  and  reflexes  were  all 
normal  as  were  the  respiratory  tract,  circulatory  tract,  digestive  apparatus 
and  genitals. 

Sleep. — Was  good. 

The  medical  certificate  of  the  reformatory  physician  states  that  the  in- 
sanity had  existed  for  six  days;  that  the  inmate's  bodily  health  had  been 
failing;  that  he  had  been  erotic  for  two  months  past  and  had  attempted 
suicide  by  hanging.  At  the  time  of  the  examination  the  inmate  said  "  She 
is  coming  to  take  me  home  this  afternoon.  She  is  no  mother  of  mine; 
she  threw  me  down  and  now  Anderson  is  going  to  take  me  home  to-day. 
She  told  me  herself  that  she  was  going  to  take  me  home."  The  certificate 
states  that  during  the  examination  the  inmate  was  very  nervous  and  in 
constant  motion,  throwing  his  head  back  and  moving  his  hands  and  feet; 
that  he  was  emotional  and  wept  easily  and  would  sing  for  some  time  in  a 
monotone ;  that  he  had  recently  destroyed  his  clothing  and  other  articles. 

On  admission  the  patient  was  quiet  but  in  a  semi-delirium,  humming 
under  his  breath  all  the  time.  In  answer  to  questions  he  said  that  the 
place  was  the  "  Annie  Laurie  Hospital."  He  knew  the  year  only  when 
asked  the  date.  Asked  What  are  you  singing?  said  "  That's  a  song.  Shake- 
speare— ^Julius  Caesar — I  don't  know  the  words."  When  asked  what  was  the 
trouble,  said  "  My  mother  says  I'm  crazy  and  no  good,  but  she  got  the 
initials  wrong.  My  father's  a  fine  man  and  he  has  worked  twenty  years  in 
one  place.  He  makes  eggs."  Told  that  hens  furnish  eggs,  he  said  "  O,  yes, 
that's  right.  Hens  make  eggs.  Well,  he  works  in  a  cold  place."  He  was 
asked  to  name  things  with  the  following  result:  A  blue  blotter  with  an 
advertisement  upon  it — "  That's  a  piece  of  blue  paper  or  felt."  What  is 
it  used  for?  "  To  advertise."  What  else  is  it  used  for?  "For  to  dry  up 
ink  with."  Is  it  not  a  blotter?  "That's  it,  that's  a  blotter.  You're  right, 
that's  a  blotter."  Asked  what  the  weighing  scales  were  called,  he  said 
"  Weights."  Asked  if  the  name  was  not  scales,  said  "  Yes,  that's  right,  I 
don't  know  how  I  forgot  it."  He  named  a  ruler,  watch,  pencil  and  pen 
correctly. 

Three  days  after  admission  he  appeared  much  brighter  and  became 
oriented  and  was  in  what  has  since  proved  to  be  his  normal  mental  con- 
dition. The  Ganser  symptom  was  suggested  upon  admission  but  not  after- 
ward. After  recovery  he  did  not  recall  his  foolish  answers  to  questions 
and  when  informed  of  them  said  with  every  indication  of  sincerity  "  O,  go 
on,  you're  fooling  me."     Defective  mental  development  was  evident. 

He  has  since  explained  that  he  went  to  school  at  the  age  of  seven  and 
continued  for  two  years,  but  played  hookey  at  every  opportunity.  He  ran 
away  from  home  twice.  Once  he  went  to  the  Children's  Aid  Society  and 
was  put  on  a  farm,  and  afterwards  was  sent  to  Texas  and  placed  on  a  farm. 
He  remained  in  Texas  two  years,  finally  running  away  because  given  but 
25c.  for  Christmas.  He  went  to  Chicago,  beating  his  way  on  freight  trains. 
He  worked  as  a  stable  boy,  bell  boy  in  hotels,  bus  boy  and  so  on.    He  said 
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"  I  had  only  been  in  New  York  two  weeks  when  I  got  broke  from  shooting 
pool  and  stole  some  automobile  tires  from  automobiles  in  the  street  and 
some  money  from  a  laundry,  and  was  caught  three  days  afterwards."  He 
said  he  had  smoked  cigarettes  to  excess  from  the  ege  of  ten  years  and  at 
the  age  of  fifteen  began  immoral  conduct  with  women. 

After  recovery  from  the  psychosis  his  retention  was  defective.  After 
reading  a  short  newspaper  article  he  recalled  it  very  poorly,  missing  the 
main  fact.  Memory  was  very  poor  for  the  period  of  the  psychosis.  He 
said  he  realized  that  he  must  have  been  insane  when  admitted. 

His  sentence  has  not  expired  and  as  he  is  unequal  to  the  reformatory 
requirements  he  is  still  a  resident  of  the  hospital,  no  arrangements  having 
been  made  for  his  parole. 

Case  II. — E.  J.  Age  23.  Single.  Admitted  from  the  Elmira  Reform- 
atory May  20,  1909.  A  native  of  New  York  State,  as  were  both 
parents;  convicted  of  the  crimes  of  burglary  in  the  second  degree  and 
grand  larceny  in  the  second  degree  upon  his  own  confession  and  plea  of 
guilty;  sentenced  December  11,  1908;  maximum  term  ten  years.  His  father 
died  in  the  Hudson  River  State  Hospital.  There  is  no  history  of  other 
attacks  of  insanity  or  previous  convictions.  The  patient  claimed  that  he 
never  drank  anything  stronger  than  beer,  that  he  never  used  that  to  excess 
and  that  his  parents  were  both  temperate.  His  early  history  was  that  of 
a  wayward  boy  who  did  not  attend  school  but  roamed  the  streets  with 
other  boys  of  his  class.    His  physical  status  was  as  follows : 

Weight. — 12854  pounds.    Height. — 5  feet  3^  inches. 

General  Type. — Small  in  stature,  having  degenerative  stigmata. 

Abnormalities. — Head  small;  forehead  low  and  narrow;  ears  small; 
angles  small ;  lobules  adherent ;  receding  chin. 

Skin. — Clear. 

Mucous  Membranes. — Good  color. 

Hair. — Light  brown. 

Eyes. — Olive. 

Hcemoglobin. — Ninety-five  per  cent. 

General  Complexion. — Light. 

General  Nutrition. — Good. 

Musculature. — Firm  and  of  good  amount. 

Subjective  Sensations. — "  I  feel  good." 

No  history  or  evidence  of  syphilis  or  rheumatism. 

Tatoo  Marks. — On  the  thumb  and  first  finger  of  the  left  hand  were  sev- 
eral meaningless  tatoo  marks  made  by  himself. 

Eyes. — Pupils  were  equal  and  reacted  normally  to  light  and  distance. 
The  patient  was  very  near-sighted. 

Ears. — Negative. 

Hearing,  taste,  smell,  cutaneous  sensibility  and  reflexes  were  all  normal, 
as  were  also  the  respiratory  tract,  circulatory  tract,  digestive  apparatus 
and  genitals. 

Sleep. — Was  good. 
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The  medical  certificate  of  the  reformatory  physician  was  to  the  effect 
that  the  insanity  had  existed  for  ten  days  and  that  the  patient  had  been 
elated  and  excited.  He  had  exhibited  a  crude  model  made  from  wire  upon 
which  he  had  worked  day  and  night,  which  he  said  was  a  flying  machine. 
This  flying  machine  he  stated  repeatedly  would  bring  him  four  million 
dollars.  He  wished  to  explain  the  workings  of  the  machine  and  where  the 
people  would  sit  to  everyone  who  came  near  him,  holding  up  officers  as 
they  passed  for  this  purpose.  He  gave  this  model  constant  attention  and  it 
was  with  difficulty  that  his  attention  could  be  distracted.  In  conversation 
he  stated  repeatedly  that  a  very  strong  man,  to  whom  he  referred  as  Jim 
Truax,  was  about  the  institution  and  that  this  man  could  lift  eight  hundred 
and  eighty  pounds  and  could  pull  the  trees  up  by  their  roots.  He  said  to 
the  physician  "  You  are  about  eighty  years  old  and  weigh  seven  hundred 
pounds."  The  certificate  stated  that  the  inmate's  physical  health  had  not 
changed  noticeably. 

Upon  admission  to  the  State  Hospital  the  patient  sat  picking  at  his 
clothes  and  putting  the  threads  into  his  vest  pocket.  He  twitched  his 
eyes  and  closed  them  tightly  at  intervals,  explaining  that  they  were  weak. 
He  shook  his  head  and  pursed  his  lips  as  if  talking  to  himself;  the  facial 
expression  was  serious  and  he  talked  in  a  low  voice.  He  said  that  he  made 
air  ships  because  it  was  in  his  mind  every  once  in  a  while.  "  If  I  want  to 
say  things  that  come  into  my  mind  then  air  ships  come  into  my  mind  and 
lots  of  things :  air  ships,  bronchos  and  my  mother.  That's  what  put  me  out 
of  my  mind.  When  I  go  to  talk  I  don't  know  what  to  say.  I  used  to 
work  for  a  fellow  who  had  bronchos,  that's  what  put  them  into  my  head." 
The  patient  repeated  his  statement  regarding  the  flying  machine  and  its 
value,  four  million  dollars.  He  said  "It  would  be  worth  that  to  me.  I 
had  it  on  my  mind  seven  or  eight  days  before  I  started.  I  have  good  ideas 
about  everything  but  cannot  get  down  to  anything.  I  like  to  be  walking 
all  the  time  and  looking  at  pictures."  He  repeated  also  his  statements 
regarding  the  very  strong  man  named  Jim  Truax,  explaining  that  he  gave 
him  the  name  Jim  Truax  because  it  happened  to  flash  through  his  mind. 
Asked  why  he  shook  his  head  in  a  peculiar  manner,  answered  "My  mother, 
she  is  in  my  mind  half  the  time.  If  my  mind  got  clear  I  could  do  things." 
He  said  he  could  not  sleep  well  at  Elmira  because  he  was  thinking  of  and 
studying  his  machine  all  the  time.  "  My  mind  would  not  be  settled  down 
to  something.  I  cannot  remember  very  good.  That's  what's  the  matter 
with  me."  The  patient  did  not  remember  the  names  of  the  superintendent, 
the  physician,  the  officer  who  brought  him,  or  any  of  the  officers  at  Elmira. 

He  stated  his  own  name  correctly  but  said  that  the  institution  was  a  prison, 
although  he  had  been  told  the  name  and  character  of  the  place  a  few  hours 
before.  He  stated  the  time  as  2.30  p.  m.  and  the  date  as  July,  1909.  It 
was  4.30  p.  m.  May  20,  1909.  He  would  not  state  the  day  of  the  week  or 
month  but  said  that  a  voice  or  something  like  a  voice  came  into  his  mind 
and  told  him  to  say  July.  He  afterwards  said  that  it  was  May  and  that  he 
was  born  May  6,  1886,  and  was  twenty-three  years  old.    He  then  said  "  The 
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month  comes  to  me  now,  it's  May  now,  this  month.  It's  May  19."  Memory 
of  the  immediate  past  could  not  be  accurately  ascertained. 

His  education  was  defective.  He  mentioned  Missouri  as  one  of  the  large 
cities  in  the  United  States  and  said  that  Chicago  was  in  New  York  State. 
When  asked  to  count  to  twenty  he  said  "5-10-15-20,"  but  when  corrected 
counted  to  twenty  in  eleven  seconds,  hesitating  over  sixteen  and  nineteen. 
He  did  simple  multiplications  correctly.  His  writing  was  poorly  formed 
and  indicated  mental  confusion.  He  said  he  was  not  insane,  but  kept  talk- 
ing about  thoughts  flashing  through  his  mind  so  that  he  could  not  say  what 
he  wanted  to,  and  spoke  of  having  had  queer  spells  and  of  having  been 
out  of  his  mind.  He  said  "  I  don't  know  why  they  sent  me  here,  perhaps 
for  weak  eyes." 

By  May  23,  three  days  after  admission,  the  patient  had  improved  very 
much  and  was  tractable  and  pleasant.  He  had  better  insight,  but  said  that 
queer  thoughts  still  flashed  through  his  mind.  A  few  days  later  he  appeared 
brighter,  was  feeling  well  and  all  of  the  symptoms  of  the  psychosis  had 
disappeared.  At  this  time  and  afterwards  he  could  recall  his  statements 
regarding  the  flying  machine  and  other  absurd  statements  made  by  him 
and  said  that  when  he  made  these  statements  he  believed  that  he  could 
make  an  air  ship  which  would  fly  and  be  of  great  value.  He  realized  that 
he  had  been  in  an  abnormal  mental  condition  but  did  not  take  the  fact 
or  his  commitment  to  Dannemora  very  seriously.  He  is  a  defective  boy, 
unable  to  meet  the  requirements  at  the  reformatory,  and  as  his  sentence 
has  not  expired  and  no  arrangements  have  been  completed  for  his  parole 
he  is  still  a  resident  of  the  hospital. 

The  histories  which  follow  are  in  some  respects  given  in  a  more 
condensed  form.  They  serve  to  show,  however,  the  similarity  of 
the  psychoses  in  these  cases.  The  general  description  of  the  class 
as  to  defective  mentality  and  inability  to  get  on  at  the  reformatory 
will  apply  in  each  case. 

Case  HI.— J.  T.  Age  20  years.  Admitted  from  the  Elmira  Reformatory 
where  he  had  been  an  inmate  for  about  five  months ;  sentenced  for  attempt 
at  forgery,  second  degree,  maximum  term  five  years;  single;  occupation 
fruit  peddler;  temperate;  father  and  mother  temperate;  a  native  of  Italy 
as  were  both  parents.  His  mother  died  in  the  Long  Island  State  Hospital 
at  Flatbush.  No  history  of  other  attacks  of  insanity  or  previous  convic- 
tions. Patient  was  a  fairly  well  developed,  well  nourished  boy  with  de- 
generative stigmata.  There  was  congenital  absence  of  toe  nails.  Physical 
history  negative. 

The  certificate  of  the  reformatory  physician  states  that  the  indications  of 
approaching  insanity  began  about  six  weeks  before  commitment;  that  the 
patient  had  been  depressed  during  this  period  and  later  was  exalted,  though 
he  continued  quiet  and  serious.  When  examined  by  the  reformatory  physi- 
cian he  said  "  You  and  I  are  going  to  bring  the  dead  to  life.    God  told  me 
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there  was  no  monument  on  my  mother's  grave.  God  always  talks  to  me  by 
wireless  telegraph.  Where  was  the  world  four  thousand  years  ago?  God 
told  me."  The  certificate  states  that  he  would  not  eat  unless  urged  and 
requested  pencil  and  paper  that  he  might  write  to  the  angels.  He  placed 
his  blanket  in  front  of  his  cell  door  to  keep  out  "  the  human  gaze." 

When  admitted  to  the  State  Hospital  he  was  quiet,  oriented  and  answered 
the  usual  questions  as  to  age,  occupation  and  so  on  readily  and  rationally, 
but  when  questioned  regarding  his  recent  experiences  at  Elmira  exaltation 
was  very  noticeable.  He  said  that  he  wished  to  bring  all  dead  people  to 
life  and  that  he  talked  with  God  and  the  angels  concerning  it  nearly  every 
night;  that  the  angels  told  him  to  accomplish  it  by  cutting  the  dead  people 
and  inserting  a  crucifix  in  the  gash.  He  remained  in  this  condition  with- 
out noticeable  change  for  a  somewhat  longer  period  than  the  average 
adolescent  case  of  this  type,  but  by  the  third  week  was  much  improved, 
though  he  still  stated  that  he  could  at  one  time  raise  the  dead,  while  ad- 
mitting that  he  could  no  longer  do  so.  By  the  sixth  week  there  were  no 
indications  of  insanity  and  the  patient  realized  that  he  had  been  insane. 
He  had  a  very  fair  memory  for  the  period  of  the  psychosis.  He  proved  to 
be  a  defective  boy  of  the  untrustworthy  and  troublesome  type.  Discharged 
recovered. 

Case  IV. — L.  J.  F.  Age  21  years.  Admitted  from  the  Elmira  Reforma- 
tory, where  he  had  been  an  inmate  for  one  year  and  eight  months;  sen- 
tenced for  assault  in  the  second  degree,  having  shot  a  man  in  a  quarrel 
while  intoxicated;  maximum  term  five  years;  single;  occupation  painter; 
intemperate;  habits  of  parents  unascertained.  A  native  of  the  United 
States ;  nativity  of  father,  Germany ;  of  mother,  United  States.  No  history 
of  former  attacks  of  insanity,  insanity  in  the  family  or  previous  convictions. 
The  patient  was  a  fairly  well  developed  boy,  5  feet  7  inches  in  height  and 
weighing  one  hundred  and  thirty  pounds.  He  had  mitral  disease  of  the 
heart  and  had  been  failing  physically. 

The  certificate  of  the  reformatory  physician  stated  that  the  attack  began 
about  three  weeks  before  commitment;  that  before  coming  under  his  ob- 
servation the  patient  had  loaded  a  wheelbarrow  with  bricks,  which  he  threw 
at  a  guard  on  the  wall;  that  after  coming  under  observation  he  remained 
in  bed,  talking  to  himself  much  of  the  time.  Questioned  by  the  physician 
he  said  "  A  big  turtle  went  into  my  mouth  and  bit  me  in  the  stomach."  "  I 
am  sending  for  some  more  brass  cannon  to  help  out  my  army."  At  the  time 
of  this  examination  he  was  excited  and  his  conversation  wandered  rapidly 
from  one  subject  to  another.  He  picked  up  a  pen  and  said  "  I  used  to 
write  dispatches  for  President  Cleveland."  He  was  shown  a  note  he  had 
written  and  said  "  Sure,  that's  the  signature  of  Napoleon." 

When  admitted  to  the  State  Hospital  he  was  speechless  and  could  not 
be  induced  to  answer  questions  either  orally  or  in  writing.  His  face  was 
expressionless  and  he  appeared  pale  and  somewhat  exhausted.  The  day  fol- 
lowing admission  he  stated  that  his  name  was  Napoleon,  and  that  at  Elmira 
they  thought  he  was  a  spy  for  the  English  army.    He  gave  this  information 
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slowly  and  would  not  converse  unless  urged.  He  was  not  well  oriented. 
This  condition  continued  for  three  days,  but  upon  the  fourth  he  was  brighter 
and  conversed  more  readily,  and  said  that  he  had  been  told  from  Elmira 
that  he  was  no  longer  Napoleon,  but  still  believed  that  they  had  suspected 
him  of  being  a  spy  and  called  himself  Buffalo  Bill.  By  the  seventh  day 
after  admission  he  was  well  oriented,  conversed  more  intelligently  and 
appeared  interested  in  his  surroundings.  He  retained  the  idea  that  he  had 
been  suspected  of  being  some  sort  of  a  spy  at  Elmira,  and  said  that  he  had 
swallowed  a  pin  during  the  night.  He  admitted  having  no  recollection  of 
having  a  pin  but  explained  that  he  must  have  swallowed  one  on  account  of 
the  pain  in  his  heart.  He  continued  to  improve  mentally  and  physically 
and  at  the  end  of  three  weeks  was  free  from  his  delusions  and  had  been 
given  light  work.  He  proved  to  be  a  defective,  kindly  disposed  boy  and  a 
willing  and  satisfactory  worker,  rather  above  the  average  Elmira  boy  as 
to  trustworthiness  and  desire  to  do  his  best.  After  recovery  he  had  good 
insight  and  could  recall  imperfectly  what  had  occurred  during  the  period 
of  his  psychosis.    Discharged  recovered. 

I  have  formed  no  positive  opinion  as  to  the  precise  nature  of  the 
insanity  in  these  cases.  While  the  symptoms  vary  somewhat  in 
different  individuals,  we  have,  at  Dannemora,  come  to  think  of  it 
as  constituting  a  definite  psychosis.  Depression  followed  by 
elation  and  absurd  delusions  is  the  rule ;  hallucinations  are  not  un- 
common. There  are  cases  which  resemble,  in  some  respects,  the 
confusional  forms  classed  with  the  exhaustion  psychoses,  or  the 
resemblance  may  be  to  the  intoxication  psychoses,  but  there  has 
been  no  opportunity  for  acute  intoxication  from  drugs ;  other  cases 
exhibit  symptoms  which  might  suggest  hypomania  or  other  states 
of  the  manic  depressive  group,  but  as  a  rule  the  resemblance  ceases 
with  a  few  symptoms ;  the  clinical  picture  is  not  completed.  Re- 
covery is  prompt  and  there  is  little  tendency  to  recurrence  so  far 
as  known,  except  in  a  few  cases  where  the  attempt  has  been  made 
to  return  to  the  reformatory  individuals  who  have  again  proved  too 
unstable  to  meet  the  requirements.  It  has,  however,  been  repeat- 
edly demonstrated  that  the  stress  following  conviction  and  im- 
prisonment, when  the  imbecile  criminal  is  placed  in  an  environ- 
ment to  which  he  cannot  adapt  himself,  is  sufficient  to  bring  about 
the  episode  of  insanity  as  described. 

This  being  admitted,  the  first  prophylactic  measure  which  sug- 
gests itself  is  to  keep  the  wayward  defective  out  of  the  environment 
which  adds  to  his  burden  and  that  of  the  State.  Defectives  of  this 
class  have  in  recent  years  appeared  in  such  numbers  in  the  reforma- 
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tories  as  to  require  much  special  consideration.  I  have  recently 
been  informed  by  Dr.  Christian,  the  physician-in-chief  at  the  El- 
mira  Reformatory,  that  an  examination  of  the  inmates  there  dem- 
onstrated that  no  less  than  thirty-seven  per  cent  were  so  defective 
as  to  require,  in  their  behalf,  some  departure  from  the  regular 
reformatory  standard.  He  states  that  many  of  them  are  unfit  for 
release  and  refers  to  them  as  imbeciles.  I  have  been  informed  by 
prison  physicians,  and  know  of  my  own  observation,  that  there  are 
many  defectives  in  the  State  prisons  whose  removal  to  a  suitable 
custodial  institution  would  be  beneficial  to  the  individuals,  the 
institutions  and  the  State.  The  hospital  at  Dannemora  has  been 
overcrowded  for  years  and  there  is  every  indication  that  when  it  is 
completed  it  will  still  be  dangerously  overcrowded.  These  de- 
fectives constitute  an  important  element  in  bringing  about  this  con- 
dition. Many  of  them  need  prolonged  or  permanent  custodial  care 
where  they  will  not  be  in  daily  contact  with  older  and  more  expe- 
rienced criminals.  The  population  of  the  New  York  State  prisons 
has  never  been  so  great  as  at  present.  More  institutions  must  be 
established.  If  these  conditions  are  conceded  to  exist,  it  would  seem 
that  in  making  further  provision  for  the  dependent  and  criminal 
classes  in  New  York  and  other  populous  States,  serious  considera- 
tion should  be  given  to  the  establishment  of  institutions  for  de- 
fectives with  criminal  tendencies  where  proper  classification  would 
be  possible  and  which  might  include  both  custodial  and  reformatory 
features,  with  such  special  hospital  facilities  as  the  character  of  the 
population  would  demand. 


MILITARY  PSYCHIATRY. 
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The   psychiatric   picture   differs    in   different   races,    different 
social  classes,  and  in  different  environment.    Thus,  insanity  in  the 
Malay  does  not  present  the  same  picture  that  it  does  in  the  Cau- 
casian race.     The  tropical  Malay  has  very  little  education  and 
his  life  is  monotonous,  with  none  of  the  stimulus  of  varying  sea- 
sons, with  few  bodily  wants,  and  very  little  of  the  striving  for 
existence.      An    inspection    of    seventy-five    criminal    insane    in 
Manila,  P.  I.,  in  1905,  showed  the  writer  no  excited  cases.    Some 
were  apparently  confused  and  many  appeared  demented.     They 
were   destructive  and   it  was   especially   difficult  to   keep   them 
clothed.  They  showed  a  larger  percentage  of  stigmata  of  degenera- 
tion than  the  average  Philippino.     Dr.  P.  C.  J.  Van  Brero,*  in 
charge  of  an  asylum  at  Buitenzorg,  Java,  says :     "  Their  delu- 
sions are  more  elementary  and  often  so  little  developed  that  in 
Europeans  we  should  call  them  demented.    I  have  never  seen  any 
obsessions  and  their  expansive  ideas  are  childish.    While  they  are 
dangerous  when  excited,  a  larger  number  of  natives  and  Chinese 
can  be  treated  in  a  quiet  ward  than  would  be  true  among  the  same 
number  of  Europeans."    Of  230  patients,  37  were  discharged  re- 
covered, 20  improved,  60  died,  and  113  were  remaining.    Dr.  M. 
Urstein/  after  studying  mental  cases  in  Central  Asia,  says :   "  The 
richness  and  intensity  of  symptoms  were  less  ....  Usually  but 
one  symptom  was  prominent  ....  Rarely  was  there  a  flight  of 
ideas,  although  word  pressure  was  evident  ....  The  depressions 
showed  much  less  affect  disturbance."    The  Japanese  are  also  said 
to  require  less  restraint  and  to  be  more  quiet.     Steida'  found  in 
Japan  only  one  isolation  cell  occupied,  and  that  by  a  tubercular 
patient.     Several  centuries  ago  the  Japanese  people  established 
of  their  own  accord,  at  Iwakura,  near  Kioto,  an  open-air  method 
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of  treatment  like  that  at  Gheel.  So  little  were  they  disturbed  by 
the  insane  that  fifty  years  ago  there  were  no  insane  asylums  in 
Japan,  and  now  we  find  only  private  asylums  and  one  govern- 
ment asylum  in  Tokio. 

This  difference  extends  even  farther,  for  it  is  well  known  that 
different  social  classes  give  different  pictures  of  mental  disease. 
The  elaboration  and  the  definiteness  of  the  delusions  vary  with  the 
education  and  life  of  the  people  in  the  same  mental  disease.  Even 
certain  characteristics  seem  stamped  on  certain  localities.  Sev- 
eral authors  have  mentioned  the  unusual  amount  of  simulation 
and  the  theatrical  qualities  of  mental  disease  among  Neapolitans, 
whose  theatrical  tendencies  in  ordinary  life  are  so  well  known. 
Great  catastrophies,  such  as  the  Messina*  earthquake  and  the 
Carrieres "  (France)  explosion,  have  given  rise  to  reports  of  psy- 
choses of  a  depressed  character  with  delusions  colored  by  these 
experiences. 

Consequently,  it  seems  natural  that  we  should  expect  to  find  in 
military  organizations,  composed  of  selected  men,  of  the  active 
period  of  life,  for  a  special  purpose  and  living  under  unusual  con- 
ditions, certain  special  problems  and  manifestations.  Our  own 
country  is  nearly  the  last  to  take  up  this  serious  problem.  As  far 
back  as  1786,  Goercke,^  in  Germany,  invited  the  attention  of  the 
government  to  the  special  problems  of  the  mentally  diseased  in  the 
army.  But  it  was  not  until  nearly  a  century  later,  in  1870,  that 
Koester  succeeded  in  awakening  practical  interest.  Meanwhile, 
Russia,  because  of  overcrowding  of  civil  asylums  and  other  un- 
satisfactory conditions,  determined  to  build  an  asylum  for  military 
insane  at  St.  Petersburg,  in  connection  with  Nicolajewschen  Mili- 
tary Hospital.  This  proved  so  satisfactory  that  in  1894  they 
opened  a  new  building  of  one  hundred  beds,  erected  at  a  cost  of 
$500,000.  The  Medical  Chirurgical  Military  Academy  in  St. 
Petersburg  has  also  erected  a  similar  hospital,  where  Prof.  Bech- 
terew  has  done  his  famous  work.  Besides,  we  find  they  have 
erected  at  least  ten  other  military  psychiatric  hospitals  in  different 
parts  of  the  empire.  These  all  have  to  do  with  acute  recoverable 
cases  and  chronic  cases  are  provided  for  elsewhere.  It  is  also  to 
Russia's  credit  that  in  the  recent  Russo-Japanese ""  war  she  gave 
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the  first  practical  demonstration  of  the  necessity  and  importance 
of  a  complete  psychiatric  service  from  the  firing  line  to  the  home 
hospitals.  A  specially-constructed  ambulance  with  a  surgeon  and 
attendants  collected  the  cases  from  the  firing  line  and  delivered 
them  to  one  of  two  psychiatric  dispensaries  near  the  scene  of 
battle.  From  this  point  they  were  assembled  at  a  central  psy- 
chiatric hospital  at  Harbin  and  later  transferred  to  Russia.  Way- 
station  psychiatric  hospitals  were  established  to  meet  the  neces- 
sities of  the  home  journey  of  thirty  days  on  the  train. 

Austria  has  followed  the  example  of  Russia  in  establishing  at 
Tyrnau '  a  special  psychiatric  hospital  under  purely  military  con- 
trol. In  this  hospital  they  have  abolished  restraint,  with  the  result 
that  destruction  of  property  has  decreased  28  per  cent.  They 
employ  in  agricultural  work  40  per  cent  of  the  patients,  and  the 
income  in  1904  from  this  source  was  18,000  kronen  ($3600.00). 

In  Germany,  all  doubtful  cases  (i.  e.,  cases  where  the  diagnosis 
of  mental  disease  is  not  clear)  are  kept  in  the  psychiatric  depart- 
ments of  the  military  hospitals  until  the  diagnosis  is  established. 
All  cases  in  which  the  existence  of  mental  disease  is  established 
are  sent  to  civil  institutions.  According  to  their  sanitary  reports, 
the  average  time  for  observation  of  all  cases  has  been  forty-two 
days.  Owing  to  the  fact  that  asylums  are  plentiful,  this  scheme 
adapts  itself  to  their  immediate  needs  so  far  as  the  men  are  con- 
cerned, according  to  Stier.^  But  Stier  claims  that  officers,  and 
non-commissioned  officers  and  old  soldiers,  presenting  a  larger 
percentage  of  chronic  mental  diseases,  and  the  government  being 
obligated  to  specially  provide  for  them,  should  be  retained  in 
special  institutions.  Soldiers  serving  only  a  short  period  of  re- 
quired service  properly  belong  to  civil  asylums.  Sommer  and 
Shafer  argue  for  the  special  care  of  all  insane  soldiers  by  military 
authorities,  as  occurs  in  Russia  and  Austria.  It  it  noticeable  that 
as  the  military  surgeons  learn  more  of  military  psychiatry,  they 
take  more  and  more  care  of  the  military  insane.  Thus  at  Charen- 
ton,  which  is  designated  to  receive  the  military  insane  from  Paris 
and  its  surroundings,  those  in  authority  have  recently  stated  that 
they  receive  less  and  less  military  insane  since  the  military  sur- 
geon is  better  instructed  on  this  subject.  Since  the  mentally  dis- 
eased are  so  often  in  conflict  with  military  law  and  are  entitled  to 
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government  compensation  for  any  disability  incident  to  the  service, 
and  since  military  conditions  are  distinctly  different  from  civil 
conditions,  it  is  always  difficult  and  often  impossible  to  equitably 
sever  the  soldier's  relations  with  the  military  organization  in  the 
first  few  months  of  mental  disease. 

France,  Italy,  Holland,  Belgium,  Spain,  England,  and  the 
United  States  have  followed  and  are  following  the  German  plan 
of  sending  all  cases  of  mental  disease  to  civil  institutions  as  soon 
as  the  diagnosis  is  established,  providing  the  patient  has  not  mean- 
while recovered,  when  he  is  discharged  on  certificate  of  disability. 

Naturally,  all  these  countries  have  felt  the  need  of  special 
instruction  of  military  surgeons iDn  the  subject  of  military  psy- 
chiatry. Naturally,  too,  the  instruction  is  more  complete  in  pro- 
portion to  the  countries'  knowledge  of  the  subject.  Where  psy- 
chiatry is  a  closed  book,  except  to  a  few  who  have  given  their 
lives  to  its  study,  there  it  is  put  aside  as  one  of  the  things  impos- 
sible to  connect  with  the  medical  department  of  the  army. 

Roubinovitch,  recently  in  a  personal  letter  to  Granjux,  explains 
the  Russian  method  of  instructing  the  military  surgeon  in  psy- 
chiatry, as  follows: 

At  the  Military  Academy,  the  fourth-year  students  have  theoretical  in- 
struction once  or  twice  each  week.  The  fifth-year  students  frequent  psy- 
chiatric clinics  and  assist  in  the  examinations  of  patients.  Especial  lectures 
are  given  during  the  period  preceding  examination.  Among  the  twenty- 
five  young  surgeons  designated  for  work  at  the  different  clinics  of  the 
University  of  St.  Petersburg,  a  certain  number  are  assigned  to  psychiatric 
work. 

Germany,  besides  the  psychiatric  work  in  the  regular  course 
and  the  state  examination,  has  a  special  three  months'  course  for 
military  surgeons  at  the  Charite  Hospital  in  Berlin  under  Prof. 
Ziehen.  In  addition,  certain  ones  are  assigned  to  psychiatric 
clinics  for  a  period  of  two  years.  Austria  has  special  instruction 
in  the  military  hospitals,  with  departments  for  mental  diseases,  at 
Vienna  and  Budapest.  Further  special  instruction  is  given  as 
proves  necessary. 

Italy  assigns  each  year  some  young  surgeons  to  the  psychiatric 
clinics  for  two  years. 

In  France,  Granjux,"  Regis,"  Rayneau,"  Simonin,  Antheaume," 
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and  many  others,  have  given  special  attention  to  the  psychiatric 
instruction  of  the  military  surgeon.  Regis  has  a  six  months' 
course  in  his  clinic  for  naval  and  army  surgeons.  The  Congress 
of  Alienists  and  Neurologists  has  passed  resolutions  covering 
necessary  changes  in  the  laws,  and  the  government  has  taken  the 
necessary  action.  As  a  result,  the  military  surgeons  themselves 
have  done  a  great  deal  of  special  investigation  of  conditions  and 
are  taking  more  care  of  the  military  insane,  as  is  evidenced  by  the 
statement  quoted  above  from  Charenton,  that  they  are  receiving 
fewer  military  insane  from  the  Paris  garrison  than  they  formerly 
did,  although  statistics  show  an  increase  in  the  number  of  cases. 

Belgium  has  a  special  course  of  instruction  at  Hospital  de 
Malines. 

Holland  has  some  special  instruction  at  the  two  asylums  in 
Java. 

In  England  Psychiatry  is  one  of  the  specialties  available  to 
military  surgeons  of  a  certain  grade. 

Under  the  inspiration  and  direction  of  General  Torney,  our  own 
army  is  entering  upon  a  period  of  instruction  for  military  surgeons 
at  the  Government  Hospital  for  the  Insane,  and  a  general  increase 
of  a  knowledge  of  psychiatric  matters  among  military  surgeons. 
Dr.  William  A.  White  has  placed  all  the  large  resources  of  the 
above  hospital  at  their  disposal.  The  many  acute  cases  (there  is 
a  yearly  admission  rate  of  more  than  600),  and  the  special  oppor- 
tunities in  the  studies  of  the  cerebrospinal  fluid,  of  the  histopathol- 
ogy  of  the  cortex,  and  of  the  psychological  laboratory,  make  this 
an  exceptional  opportunity. 

The  following  are  the  most  important  problems  and  phases  of 
the  situation  confronting  military  surgeons  from  a  psychiatric 
point  of  view : 

1st.  Military  insane  are  younger  in  years  and  show  a  higher 
recovery  rate  than  do  the  civilian  insane.  Of  1 102  "  enlisted  men 
received  directly  from  the  active  army,  at  the  Government  Hos- 
pital for  the  Insane  in  the  period,  1899  to  1908,  we  find  that  72 
per  cent  were  under  the  age  of  thirty  years,  and  94  per  cent  under 
the  age  of  forty  years.  That  our  recovery  rate  is  high,  is  shown 
by  the  following  table,  comparing  this  class  with  the  total  insane 
population  of  the  institution: 
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Philippine  Period 
1899-1903 

Quiet  Period 
1903-1908 

Whole  Period 
1899-1903 

I. 

Enlisted 

Men 

per  ct. 

Discharged : 

w.     : 

Hosp. 
per  ct. 

Enlisted 

Men 
per  ct. 

W. 
Hosp. 
per  ct. 

Enlisted         W. 
.Men          Hosp. 
per  ct.       per  ct. 

(a)  Recovered   . .  64 

34 

49 

35 

57           34 

(b)  Improved  ...     8 

IS 

12 

15 

9            16 

(c)  Unimproved.     1.5 

2.36 

4 

2.74 

2             2.64 

2. 

Died 7 

32 

6 

33 

7           32 

3- 

Remaining   20 

17 

29 

15 

25            16 

Thus  it  is  seen  that  the  enlisted  men  alone  average  23  per  cent 
more  recoveries  than  all  the  cases  (civil,  marine  hospital,  navy, 
and  army)  in  the  hospital.  A  further  study  of  these  cases  showed 
that  acute  infectious  diseases,  sunstroke,  or  heat  exhaustion,  and 
alcohol  were  etiological  factors  in  a  series  of  cases,  giving  total  re- 
coveries of  71  per  cent,  or  13  per  cent  more  than  the  average  for 
enlisted  men,  and  37  per  cent  more  than  the  general  average  for  the 
whole  hospital.  Besides,  189  cases  were  discharged  recovered 
before  reaching  the  Government  Hospital  for  the  Insane.  This 
corresponds  with  the  report  of  Dr.  A.  B.  Richardson"  to  this 
Society  covering  the  period  of  Cuban  hostilities,  namely,  ''  Excit- 
ing causes  operating  for  a  limited  period,  such  as  produce  exhaus- 
tion, or  are  the  result  of  the  toxic  influence  of  specific  poisons 
circulating  in  the  system,  produce  a  comparatively  simple  form  of 
mental  disturbance  which  tends  to  early  recovery." 

2d.  Because  of  the  nature  of  military  life,  the  military  insane 
are  potentially  dangerous  to  a  larger  number  of  people.  Up  to 
the  earlier  period  of  the  Roman  Empire,  armies  existed  for  the 
purpose  of  carrying  out  someone's  ideas  of  conquest  and  of  pro- 
tecting the  country  against  some  threatening  invasion.  A  per- 
manent or  prepared  army  was  not  considered  necessary.  The 
battles  were  conflicts  where  individual  strength  and  endurance 
counted  for  most.  They  were  characterized  by  hand-to-hand 
encounters.  Now  it  is  a  question  of  organization  and  fighting  at 
long  range.  The  latest  German  bullet  is  said  to  have  a  zone  of 
deadly  fire  extending  nine  hundred  yards  in  which  a  man  cannot 
stand  erect  and  remain  alive.  Larger  bodies  of  men  are  engaged 
and  the  duration  of  a  battle  may  be  estimated  in  weeks  instead  of 
days.  Troops  must  march  long  distances  as  rapidly  as  possible  to 
take  their  positions  in  the  firing  line.    It  is  needless  to  say  that  the 
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success  of  such  an  organization  demands  the  previous  training  of 
its  component  parts  and  that  there  shall  not  be  one  weak  part  in 
the  whole  system. 

3d.  After  days  and  nights  of  marching  and  bivouacing,  with  an 
unseen  enemy  opposing  with  deadly  fire  the  advance  in  this  direc- 
tion or  that,  it  is  easily  understood  that  only  the  strongest  can 
successfully  do  their  part  and  that  the  last  atom  of  effort  is  being 
expended.  No  matter  how  carefully  concealed  under  other  cir- 
cumstances, any  physical  or  psychical  weakness  is  revealed  at 
these  times,  and  the  psychical  breakdown,  in  the  nature  of  the 
case,  requires  more  care  than  the  physical  breakdown.  Psy- 
chiatrists "  report  that  during  the  Russo-Japanese  war  they  saw 
insane  wandering  about  everywhere,  in  spite  of  the  best  psy- 
chiatric organization  the  world  has  ever  seen.  In  one  instance  a 
whole  regiment  of  Russians  became  infected  with  the  fear  that  the 
Japanese  having  stopped  their  advance  were  about  to  open  upon 
them  with  artillery  fire.  Officers  and  men  ran  as  best  they  could 
for  twenty-four  hours,  until  checked  by  the  main  column.  Psychic 
infection  from  the  weaker  ones  seems  the  most  reasonable  explana- 
tion of  this  most  remarkable  occurrence.  The  large  number  of 
hysterical  and  exhaustion  psychoses  observed  by  the  Russians 
show  us  what  preparations  we  must  make  in  the  event  of  a  modern 
battle.  We  know  of  no  means  of  preventing  the  presence  of  some 
psychical  weaklings  at  such  a  time.  Even  if  it  be  a  fact  that  they 
recover  promptly,  it  is  also  admitted  that  they  are  especially  liable 
to  a  recurrence  if  placed  again  in  the  same  circumstances.  One 
Russian  officer,  well  known  for  his  bravery,  became  afflicted  with 
aphonia  in  each  battle  and  led  his  men  by  means  of  signs.  But 
finally  he  broke  down  completely  and  was  sent  home  a  nervous 
wreck. 

4th.  Every  civil  community  has  its  "  queer "  people.  Their 
peculiarities  are  recognized  and  ignored.  The  positions  they  may 
fill  are  numerous  and  they  form  a  useful  part  of  their  communities. 
An  effort  has  been  made  in  different  countries  to  estimate  the 
number  of  insane  actually  receiving  institutional  care.  The  con- 
sensus of  opinion  seems  to  be  that  this  number  is  in  the  neighbor- 
hood of  66  per  cent.  But  even  recovered  cases  of  mental  diseases 
have  been  universally  refused  admission  to  armies.    Germany  re- 
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quires  that  all  cases  in  institutions  between  twenty  and  forty  years 
of  age  be  reported  to  the  proper  authorities,  and  recovery  from 
mental  diseases,  as  well  as  any  mental  defect  that  would  limit  their 
serviceableness,  is  a  bar  to  duty  in  the  German  Army.  The 
local  authorities  are  supposed  to  report  at  the  time  of  making  up 
the  list  of  conscripts  any  person  whose  peculiar  conduct  has  been 
the  subject  of  public  notoriety. 

My  own"  investigations  show  that  of  the  military  insane  re- 
ceived at  the  Government  Hospital  for  the  Insane,  13  per  cent  had 
had  previous  attacks  of  insanity,  the  pictures  of  60  per  cent  showed 
stigmata  of  degeneracy,  and  15  per  cent  had  suspicious  symptoms 
in  the  history  of  their  previous  life.  From  this  it  is  evident  that 
in  a  large  percentage  of  our  military  insane,  a  careful  examination 
and  an  inquiry  into  their  pervious  history  would  have  led  to  their 
rejection  at  the  time  of  their  enlistment. 

5th.  Psycopaths  and  weak-minded  form  a  large  part  of  the 
rejections  in  the  German  Army.  Becker"  has  shown  that  they 
equal  the  number  of  cases  of  mental  diseases  and  78  per  cent 
evidence  cause  for  rejection  in  the  first  six  months  of  their  service, 
while  in  the  same  period  only  61  per  cent  of  mental  diseases  were 
evident.  It  was  apparent  from  the  previous  histories  of  these 
cases  that  many  of  them  had  lived  in  more  or  less  harmony  with 
their  environment  and  earned  their  living  prior  to  enlisting  in  the 
service.  But  military  life  requires  an  accounting  for  each  hour 
of  the  day  and  the  performance  of  certain  duties  at  the  same  time 
each  day,  as  well  as  complete  and  unquestioning  obedience  to 
orders.  Besides,  men  in  the  barracks  are  quick  to  discover  the 
weaknesses  of  the  individual  and  seek  to  correct  them  by  making 
them  evident.  In  the  normal,  faulty  habits  of  life  are  quickly 
rectified  in  this  way.  But  the  psycopath  and  weak-minded  con- 
sider this  a  form  of  persecution,  seclude  themselves  from  the 
others,  absent  themselves  from  the  garrison,  and  finally  often  are 
guilty  of  desertion.  The  drill  and  sentry  duty  prove  beyond  their 
ability.  The  fatigue  of  maneuvers  and  active  field  duty  are  an  addi- 
tional source  of  stress.  Some  of  them  develop  an  acute  transitory 
psychosis.  Looking  at  the  question  entirely  from  the  standpoint 
of  the  individual,  it  is  unreasonable  to  expect  that  he  will  be  bene- 
fitted by  army  life.    From  the  standpoint  of  defense  of  the  coun- 
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try,  it  is  a  crime  to  attempt  to  make  use  of  any  such  inferior 
material. 

6th.  Becker  reports  that  a  large  number  of  the  preceding  class 
come  under  observation  at  Strasburg  because  of  having  been  in 
conflict  with  military  law.  Of  500  discharges  of  soldiers  coming 
directly  from  the  ranks  to  the  Government  Hospital  for  the  Insane 
in  the  period  i860  to  1909,  I  find  that  12.6  per  cent  were  "  dis- 
honorable," or  "  without  honor "  discharges,  or  had  records  of 
military  offenses,  chiefly  desertion.  Evidently  the  military  insane 
and  defectives  come  in  conflict  with  military  law  more  than  the 
same  classes  of  civilian  insane  and  defectives  come  in  conflict  with 
civil  law.  Since  laws  are  made  to  govern  the  individual  so  that 
he  may  live  in  harmony  with  his  environment,  it  is  natural  that  the 
special  peculiar  environment  of  military  life  should  produce  laws 
more  difficult  to  observe  by  those  who  are  opposed  to  any  environ- 
ment that  does  not  harmonize  with  their  own  distorted  views. 
Hence  the  military  surgeon  will  be  obliged  to  aid  in  the  solution 
of  medico-legal  problems,  relatively  more  than  the  psychiatrist  in 
civil  life  and  usually  where  the  opportunity  for  prolonged  careful 
observation  is  not  present. 

The  remedies  for  all  these  problems  peculiar  to  military  psy- 
chiatry are  simple  in  prinicple,  but  difficult  in  application,  and  vary 
in  different  countries.  They  are  usually  divided  under  the  follow- 
ing heads : 

I.  Measures  to  avoid  the  enlisting  of  mental  incompetents. 
This  carries  with  it  the  idea  of  a  standard  of  mental  efficiency. 
The  German  Army  orders  on  this  subject  specifically  state  that 
"  existing  or  previous  mental  disease  or  any  mental  deficiency  that 
would  interfere  with  the  serviceableness  of  the  candidate  "  is  a 
bar  to  enlistment.  Our  own  standard,  fixed  by  Congress,  is  simply 
that  the  candidate  "  must  speak,  read  and  write  the  English  lan- 
guage," and  that  he  must  take  out  his  first  citizenship  papers. 
Evidently  poor  cranial  development,  multiplicity  of  stigmata  of 
degeneration,  and  peculiarities  of  manner  and  action  would  first 
attract  the  eye  of  the  skilled  investigator,  and  arouse  suspicion. 
A  knowledge  of  the  previous  life  would  show  lack  of  reasonable 
mental  attainments  and  lack  of  reasonable  success  in  his  previous 
environment.     A  mental  examination  and  observation  would  de- 

14 


2IO  MILITARY   PSYCHIATRY. 

termine  whether  in  all  probability  the  candidate  could  adapt  him- 
self to  a  military  life.  Such  has  been  the  method  of  procedure  in 
other  countries.  In  our  own  circumstances  the  three  months  of 
training  at  the  recruit  depot  offer  the  best  opportunity  for  investi- 
gation. We  have  not  the  police  records,  the  list  of  those  dis- 
charged from  insane  asylums,  the  reports  as  to  progress  in  schools 
and  the  reports  of  clergy — all  of  which  are  available  in  European 
countries.  We  must  depend  chiefly  upon  our  mental  examination 
and  general  observation. 

2.  In  all  countries  it  is  found  that  with  all  the  care  possible  in 
the  examination  of  a  large  body  of  men  in  a  limited  time,  some 
incompetents  will  escape.  Consequently  the  less  apparent  cases 
will  pass  on  to  the  company  commander  and  the  post-surgeon.  It 
is  also  the  universal  experience  that  these  two  working  in  harmony 
can  earlier  detect  incompetency  and  abnormality.  This  once  estab- 
lished leaves  the  very  simple  remedy  of  removing  them  from  the 
service. 

3.  The  next  step  of  establishing  the  degree  of  responsibility  of 
the  service  for  the  man's  disability  presents  unusual  difficulties 
from  the  fact  that  the  etiology  of  mental  diseases  is  not  usually 
clear.  The  deciding  of  the  relative  value  of  the  predisposing  and 
exciting  causes  under  which  the  disease  arose  is  difficult  to  a 
trained  observer  with  a  lifetime  of  experience.  Especially  is  it 
difficult  in  the  early  stages  of  mental  diseases  during  which  the 
military  surgeon  has  the  cases  under  observation.  Fortunately 
the  final  decision  in  the  case  of  an  application  for  pension  rests 
with  the  Department  of  Pensions,  where  the  case  can  be  fully 
studied.  According  to  the  present  rulings  of  the  Pension  Depart- 
ment, mental  disabilities  are  rated  under  the  heading,  "  incapacity 
to  perform  manual  labor  (second  grade),"  which  means  $18.00, 
$24.00,  or  $30.00  per  month.  Those  "  requiring  a  special  attend- 
ant "  properly  belong  in  the  Government  Hospital  for  the  Insane. 
But  the  large  number  of  recovered  cases  among  the  military  insane 
form  a  class  difficult  to  judge  from  the  standpoint  of  ''  incapacity 
to  perform  manual  labor." 

4.  The  last  duty  of  the  military  surgeon  is  the  helping  to  estab- 
lish the  degree  of  responsibility  of  a  military  offender  who  has 
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any  mental  defect.     The  offenses  recorded  in  the  five  hundred 
discharges  mentioned  above,  were  as  follows: 

Desertion 49 

Absence  without  leave 26 

Assaulting  officer  or  comrade 21 

Fradulent  enlistment 8 

Larceny    2 

Selling  clothing 

False  official  statement 

Disobedience  of  orders  in  war  time 

Embezzling  

Rape   

DisabiHty,  result  of  own  misdeeds 7 

Not  specifically  designated 20 


Total 138 

In    Dr.    Becker's    list   of    twenty-five    cases    with    specialized 
offenses,  the  offenses  correspond  to  the  above,  namely : 

Absence  without  leave  and  desertion 16 

Disobedience  of  commands 6 

Disrespect  to  superiors 2 

Assault I 

Total 25 

Evidently  a  knowledge  of  the  conditions  of  military  life  is  essen- 
tial in  considering  these  cases.  One  very  great  advantage  of  the 
military  surgeon  is  the  better  source  of  information  under  military 
conditions  of  the  previous  conduct  of  the  offender.  A  disadvan- 
tage for  the  offender  advanced  by  the  French  is  that  military  sur- 
geons are  more  inclined  to  accept  simulation  of  mental  symptoms 
and  not  to  recognize  the  degree  of  irresponsibility.  In  this  con- 
nection Stier  makes  the  point  that  in  considering  military  offend- 
ers, the  legal  rather  than  the  medical  viewpoint  must  be  assumed, 
since  a  military  offense  is  relatively  more  serious  and  the  effect 
upon  the  regard  for  authority  among  the  other  soldiers  is  more 
dangerous  than  in  civil  life.  All  of  these  points  are  in  addition  to 
the  questions  involved  in  the  medico-legal  aspect  of  civilian  cases. 
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DISCUSSION. 

Dr.  White. — I  have  been  very  much  interested  in  the  doctor's  paper 
and  I  know  to  some  exent  how  much  work  it  has  involved  in  delving  into 
records.  About  the  only  word  I  want  to  say  on  the  subject  of  military 
psychiatry  which  has  been  developed  so  considerably  in  Europe  is  that  it 
has  practically  received  no  attention  in  this  country  until  now,  and  you 
are  the  first  to  receive  its  request  for  recognition  as  a  distinct  specialty. 
We  appreciate  fully  that  it  is  important,  of  tremendous  importance,  to 
have  in  times  of  stress  an  efficient  fighting  organization,  and  it  cannot  be 
adequately  maintained  at  the  highest  point  of  efficiency  without  due  regard 
for  the  mental  problems.  It  is  known  that  officers  in  command  of  large 
detachments  have  been  insane  and  led  their  soldiers  into  battle.  Such  a 
condition  might  spell  the  most  serious  disaster.  This  is  a  psychiatric 
problem,  and  we  should  get  the  line  officers  as  well  as  the  medical  officers 
to  appreciate  that  there  is  a  medical  problem  to  be  investigated.     As  it 
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Stands  to-day  I  am  not  far  wrong  in  believing  that  the  mental  examina- 
tion is  after  all  more  important  than  the  physical. 

If  we  can  get  the  Army  and'  Navy  to  appreciate  the  importance  of  this 
problem  we  will  have  made  a  distinct  advance  and  one  that  will  in  time  be 
an  advantage  to  the  country. 

Dr.  H.  M.  Hurd. — I  appreciate  the  paper  and  I  think  to  all  of  us  it  has 
been  a  surprise.  I  am  ashamed  that  I  have  never  given  the  subject  more 
thought.  The  paper  we  have  had  this  afternoon  has  been  of  great  value 
and  I  thank  the  author  for  entering  upon  a  territory  that  originally  be- 
longed to  us. 

Dr.  Brush. — Before  the  subject  is  dropped  Dr.  White  should  be  con- 
gratulated upon  initiating  here  a  work  that  has  been  so  long  neglected, 
and  the  government  should  be  congratulated  that  Dr.  White  has  started  it. 

As  far  as  psychiatric  medicine  in  relation  to  military  service  and  medi- 
cine is  concerned,  I  had  the  pleasure  of  working  in  a  German  psychiatric 
clinic  several  years  ago  and  I  saw  men  from  the  army  who  were  detailed 
regularly  for  a  certain  tour  of  service  in  the  clinic.  Dr.  White  has  shown 
the  way  for  the  same  course  in  this  country. 


ALCOHOLIC  AMNESIA  AND  AUTOMATISM. 

By  CHARLES  W.  PILGRIM,  M.  D., 
Medical  Superintendent  Hudson  River  State  Hospital,  Foughkeepsie,  N.  Y. 

Alcoholic  amnesia  and  automatism  are  subjects  of  great  interest 
to  the  physician,  the  lawyer  and  the  layman.  This  is  particularly 
the  case  where  acts  of  a  serious  or  criminal  character  have  been 
performed,  for  here,  in  order  to  establish  a  scientific  fact,  we 
must  overcome  the  deep  seated  convictions  of  the  ordinary  man. 
Under  conditions  where  the  victim  has  the  greatest  inducements 
to  fabricate  his  case  and  to  simulate  his  symptoms,  it  is  extremely 
difficult  to  make  the  lay,  or  even  the  legal  mind,  understand  that 
apparently  rational,  natural  and  even  complicated  acts  may  be 
performed  by  alcoholics  when  suffering  from  such  a  condition  of 
amnesia  as  to  make  them  utterly  unconscious  of  what  they  are 
doing,  completely  oblivious  of  the  results  of  their  acts,  and  abso- 
lutely without  remembrance  of  what  they  have  done  while  in  this 
dreamlike  state.  Within  a  comparatively  short  time  three  cases 
have  come  under  my  personal  observation,  which  seem  to  me  to 
be  fairly  typical  examples  of  this  interesting  condition  and,  there- 
fore, worth  recording. 

My  first  case  was  a  man  fifty-one  years  of  age  with  a  family 
tendency  toward  mental  disease.  He  was  a  gentleman  in  appear- 
ance and  manner ;  a  brain  worker  and  a  graduate  of  Union  Col- 
lege. He  gave  a  history  of  periodical  excesses  in  the  use  of 
alcohol  extending  over  a  period  of  twenty  years.  Sometimes  he 
would  go  two  or  three  years  without  heavy  drinking,  but  more 
frequently  for  only  two  or  three  months.  He  was  a  kind,  affec- 
tionate man,  and  a  devoted  husband,  except  when  under  the  in- 
fluence of  alcohol.  During  the  three  years  preceding  my  observa- 
tions he  had  been  under  treatment  for  alcoholism  in  two  other 
State  hospitals,  and  had  also  been,  for  short  periods,  in  several 
sanitariums.    It  was  stated  that  he  would  frequently  disappear  for 
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days  or  weeks  at  a  time  atid  upon  his  return  would  have  no 
recollection  of  where  he  had  been  or  of  what  he  had  done. 

During  his  stay  in  the  hospital  he  was  quiet,  gentlemanly,  and 
well  behaved,  associating  freely  with  the  better  educated  patients. 
He  spoke  of  imaginations  of  sight  that  he  had  had  during  delirium 
sometime  before,  but  was  free  from  delusions  and  hallucinations 
during  the  period  of  my  observation. 

After  a  short  residence  in  the  hospital  he  was  given  a  limited 
parole,  upon  the  promise  that  he  would  not  leave  the  grounds, 
but  he  soon  violated  his  pledge  and  left  surreptitiously.  He  de- 
liberately planned  to  avoid  pursuit  and  went  north  to  Kingston 
instead  of  south  toward  New  York,  which  was  his  objective  point. 

Upon  his  return  to  the  hospital  he  said  that  he  remembered 
taking  several  drinks  in  Kingston,  but  from  that  time  until  he 
came  to  himself  two  weeks  later  in  New  York  he  claimed  that 
his  memory  was  a  complete  blank.  He  could  not  remember  arriv- 
ing in  New  York,  nor  could  he  recall  any  of  the  happenings  of  the 
previous  two  weeks.  Later  events  made  it  probable  that  he  had 
spent  the  most  of  this  time  in  a  disorderly  house.  A  couple  of 
weeks  after  his  return  an  attempt  was  made  by  a  woman  to  record, 
in  the  office  of  the  county  clerk,  a  deed  of  some  property  near  the 
hospital.  This  deed  was  regularly  executed,  properly  signed  by 
the  patient,  and  described  with  accuracy  the  transfer  of  a  piece  of 
property  to  which  he  had  not  the  slightest  claim.  The  date  was 
that  of  the  amnesic  period,  and  the  patient  stoutly  maintained  with 
every  evidence  of  sincerity,  that  he  had  not  the  slightest  recollec- 
tion of  ever  having  seen  it.  According  to  newspaper  reports,  sev- 
eral other  deeds  of  a  similar  character  came  to  light  at  a  later 
period. 

He  was  taken  home  soon  after  his  return  to  the  hospital  and 
since  then  nothing  is  known  of  his  history. 

The  case  presented  the  ordinary  symptoms  of  chronic  alcoholism 
in  an  individual  of  neurotic  tendencies,  with  slight  deterioration, 
characterized  by  periodical  exacerbations  with  amnesia. 

My  second  case  is  that  of  an  Englishman,  forty-nine  years  of 
age,  who  came  to  this  country  about  thirty  years  ago.  He  came 
under  my  observation  August  6,  1909. 

His  family  history  was  incomplete,  but  enough  was  learned  to 
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make  it  certain  that  his  father  was  an  intemperate  man  who  died 
in  his  early  thirties  as  the  result  of  an  accident  due  to  drink.  The 
patient  had  a  fair  education  and  for  the  previous  nineteen  years 
had  worked  in  hotels  mostly  in  the  capacity  of  a  subordinate  clerk, 
or  an  assistant  steward,  in  charge  of  supplies.  His  wife  stated 
that  three  years  before  admission  he  drank  to  excess,  but  so  far 
as  she  knew  he  had  partaken  of  stimulants  only  in  a  moderate 
degree  for  the  year  preceding  his  admission.  Two  months  before 
coming  to  the  hospital  he  began  to  suffer  from  symptoms  of 
cirrhosis  of  the  liver  due  to  his  previous  excessive  use  of  liquor. 
On  July  21,  he  reported  for  duty  at  6  a.  m.  at  the  hotel  where 
he  was  employed,  but  told  his  employer  that  he  did  not  feel 
well  and  asked  to  be  excused  from  his  work  for  the  day.  He  had 
been  complaining  somewhat  of  languor  for  two  weeks  before,  but 
had  been  able  to  attend  to  his  work.  Upon  receiving  permission 
to  remain  away  he  left  the  hotel  and  from  that  time  nothing  is 
known  of  his  actions  until  the  afternoon  of  the  next  day,  when  he 
went  to  the  police  station  in  Troy,  which  is  about  eighty  miles 
from  New  York,  and  gave  himself  up.  He  stated  that  he  could 
not  remember  his  name,  where  he  had  come  from  or  how  long  he 
had  been  in  Troy.  In  fact,  he  could  give  no  details  in  regard  to 
his  personal  history.  He  was  committed  to  the  Rensselaer  County 
jail  and  remained  there  until  August  6,  when  he  was  sent  to  the 
Hudson  River  State  Hospital  under  the  name  of  John  Doe. 
When  admitted  to  the  hospital  he  was  still  unable  to  tell  any- 
thing about  himself  and  apparently  made  every  effort  to  recall 
past  events.  He  was  quiet,  rather  unsocial  and  a  little  depressed 
over  his  condition,  but  otherwise  acted  in  a  normal  manner. 
He  manifested  diminished  pain  sensibility,  absent  corneal,  and  less- 
ened pharyngeal,  reflexes.  Having  in  mind  hysterical  influences, 
which  the  above  mentioned  symptoms  suggested,  he  was  twice 
hypnotized  and  brought  under  the  influence  of  suggestion.  He 
was  told  that  he  would  be  asked  to  name  the  letters  of  the  alphabet 
and  the  suggestion  was  made  that  when  he  reached  the  letter  with 
which  his  name  began  he  would  recall  his  name.  When  the 
experiment  was  continued  upon  reaching  W  he  said  that  his  name 
began  with  that  letter,  and  finally  gave  his  name,  which  did  begin 
with  W,  and  later  on  he  recalled  his  home  address  and  put  us  in 
communication  with  his  wife,  who  had  been  anxiously  searching 
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the  metropolitan  hospitals  ever  since  his  disappearance.  Grad- 
ually he  began  to  recall  the  past,  first  repeating  the  happenings 
of  the  two  previous  days,  and  then  the  ones  preceding  until  the 
amnesic  period  was  encroached  upon  as  far  back  as  the  morning 
of  his  disappearance  from  New  York,  but  he  could  never  recall 
with  any  distinctness  anything  that  happened  from  the  time  he 
left  the  hotel  in* the  morning  until  he  reached  the  station  house  in 
Troy. 

He  remained  under  observation  for  about  three  weeks  and 
during  that  time  displayed  no  evidence  of  delusions ;  his  orienta- 
tion was  correct  and  his  memory  for  remote  events  quite  good ; 
there  were  some  evidences  of  hallucinations  of  smell,  and  during 
the  amnesic  period  he  saw  ugly  faces,  but  he  was  able  to  correct 
these  impressions  and  recognized  them  as  imaginations.  His  con- 
dition was  diagnosed  as  one  of  hysterical  amnesia  with  alcohol  as 
an  important  factor  in  its  production. 

The  third  case  is  that  of  a  man  thirty-nine  years  of  age,  who  was 
employed  in  a  shirt  factory  where  he  was  recognized  as  a  profi- 
cient cutter.  The  family  history  shows  that  the  father  'died  of  paral- 
ysis and  that  a  maternal  cousin  died  in  a  hospital  of  a  deteriora- 
tion psychosis.  The  patient  received  a  common  school  education, 
and  began  his  factory  work  when  15  years  of  age.  At  the  age 
of  17  he  began  to  drink  beer  in  moderation  and  perhaps  two  or 
three  times  a  year  would  become  intoxicated.  When  about  21 
he  began  to  dabble  in  spiritualism  and  developed  the  idea  that  he 
possessed  mediumistic  powers  to  a  considerable  degree.  Later  he 
travelled  around  the  country  giving  exhibitions  of  clairvoyance, 
mind  reading,  etc.  Seven  years  ago  he  began  to  use  liquor  to  ex- 
cess and  his  alcoholic  habits  reached  their  maximum  about  three 
years  before  admission.  About  two  years  ago  he  began  to  be 
troubled  by  the  face  of  a  woman  which  appeared  over  his  left 
shoulder.  This  face  was  a  fantastic  one  and  did  not  resemble  that 
of  anyone  he  had  ever  known.  He  claims  that  when  he  drank  to 
excess  he  did  not  see  this  face  and  gives  this  as  an  excuse  for  his 
intemperate  habits.  During  this  period  his  amnesic  spells  also 
began.  Generally  they  would  last  only  an  hour  or  so,  and  he  thinks 
that  they  were  at  first  periods  of  preoccupation  rather  than  periods 
of  distinct  amnesia,  but  in  the  winter  of  1908- 1909  he  had  an  attack 
of  complete  amnesia  which  lasted  two  days.     On  Saturday  and 
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Sunday  he  had  been  drinking  freely  and  the  events  of  Monday 
and  Tuesday  were  a  complete  blank.  On  Wednesday  morning  he 
went  to  the  factory  in  fear  and  trepidation  fully  expecting  to  be 
discharged  for  his  fancied  absence  on  Monday  and  Tuesday.  But, 
much  to  his  surprise,  the  foreman  said  nothing  to  him.  He  then 
began  to  make  cautious  inquiries  of  his  fellow  workmen  and  found 
that  he  had  been  at  work  on  Monday  and  Tuesday  and  that  no  one 
had  noticed  anything  peculiar  in  his  actions.  His  fellow  workman 
at  the  cutting  machine  said  that  he  had  been  rather  quiet,  but,  aside 
from  that,  he  had  performed  the  usual  amount  of  work  in  his  cus- 
tomary manner.  Thus  for  two  days  his  actions  had  been  purely 
automatic  and  natural  enough  to  pass  unnoticed  by  his  daily  asso- 
ciates while  he  was  in  a  state  of  complete  "  dream  consciousness." 
Similar  amnesic  periods  of  shorter  duration  occurred  from  time  to 
time  when  he  would  have  no  recollection  of  what  he  was  doing, 
although  his  work  would  be  done  in  the  usual  way,  up  to  Novem- 
ber, 1909,  when  the  second  prolonged  period  occurred.  For  nearly 
a  week  he  had  been  drinking  heavily,  and  on  the  Monday  preceding 
his  admission  he  started  for  the  factory  at  the  usual  hour,  but 
returned  to  his  home  within  a  short  time  saying  that  he  did  not 
feel  well  enough  to  work.  His  wife  said  that  he  lay  down  for  a 
while,  but  soon  got  up  and  after  a  dispute,  chased  her  out  of 
the  house.  He  then  returned  to  his  room  and  later  in  the  day  his 
daughter  found  him  hanging  by  a  clothes  line  from  a  door.  The 
physician  who  was  called  advised  that  he  be  sent  to  the  jail, 
where,  it  is  said,  that  he  was  quiet  for  a  while,  but  later  became 
excited.  The  patient  himself  had  no  recollection  of  anything  that 
happened  from  Sunday  morning  until  Tuesday  afternoon  when 
he  found  himself  scantily  clothed  walking  around  in  his  cell. 
When  admitted  to  the  hospital  he  was  greatly  concerned  over  his 
condition  and  wanted  to  be  treated  for  it  and  expressed  a  willing- 
ness to  stay  until  cured.  For  a  period  of  three  months  the  patient 
was  unable  to  recall  a  single  event  from  Sunday  morning  to  Tues- 
day noon.  It  was  then  thought  best  to  try  to  synthetize  his 
memory  by  hypnoidal  influences,  according  to  the  method  of  Sidis. 
Three  trials  were  made  before  the  events  were  completely  re- 
called. After  an  hour's  effort  the  events  of  Sunday  were  recalled, 
but  as  the  patient  was  fatigued  and  the  recollections  came  very 
slowly  the  session  was  terminated.     A  few  hours  later  another 
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trial  was  made  and  the  events  of  Monday,  from  early  morning  to 
the  time  of  the  attempted  suicide,  were  recalled  in  proper  se- 
quence. A  few  days  later  a  third  trial  was  made.  All  efforts 
failed,  however,  to  penetrate  the  blank  following  the  suicidal 
attempt,  although  there  were  a  few  hazy  recollections  of  Tuesday 
morning.  Tuesday  afternoon's  events  were  not  a  part  of  the 
period  of  amnesia,  for  they  had  been  clear  in  the  patient's  mind 
from  the  time  of  admission. 

His  story  of  the  events  which  he  had  hitherto  been  unable  to 
recall  were,  in  brief,  as  follows : 

After  leaving  home  Sunday  morning  he  visited  a  saloon  and 
went  to  his  mother's  house  where  he  had  dinner.  In  the  after- 
noon he  went  for  a  walk  and  in  the  evening  made  a  call.  He  slept 
at  his  mother's  house  that  night  and  in  the  morning  started  out 
prepared  for  work.  He  visited  several  saloons  before  reaching 
the  neighborhood  of  his  shop,  and  by  that  time  was  somewhat  in- 
toxicated. He  left  for  home,  had  an  argument  with  his  wife 
about  insurance  premiums,  attempted  to  assault  her  with  a  pair 
of  shears,  and,  when  she  escaped  from  the  house,  went  upstairs 
to  bed.  He  awoke  in  the  evening  about  dusk,  prepared  a  clothes 
line  with  which  to  commit  suicide,  and  found  a  peach  basket  upon 
which  to  stand.  This  was  not  stout  enough,  as  it  collapsed  under 
his  weight,  and  he  took  a  wooden  box,  adjusted  the  noose  and 
kicked  the  box  from  under  him.  The  last  thing  he  recalls  is  try- 
ing to  get  his  hands  into  his  pockets  so  as  to  prevent  himself 
from  grasping  the  rope. 

The  attempt  at  suicide  was  so  nearly  successful  that  the  first 
physician  who  called  suggested  that  a  coroner  be  notified,  but 
eventually  the  patient  was  resuscitated  and  taken  to  jail.  This 
was  Monday  night  and  the  events  from  the  suicidal  attempt,  until 
the  clear  events  of  Tuesday  afternoon,  are  shadowed  by  amnesia 
explained  by  the  serious  and  nearly  effectual  attempt  at  strangula- 
tion. All  other  events  were  recalled  with  considerable  distinct- 
ness and  were  given  with  a  wealth  of  detail.  His  statements 
were  later  submitted  to  his  wife  who  verified  them  in  every 
essential  point. 

He  remained  under  observation  for  about  four  months  and 
since  leaving  the  hospital  nothing  has  been  heard  of  him.  The 
general  air  of  abstraction  and  preoccupation,  with  the  lack  of  real 
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interest  in  his  home  affairs,  the  continuous  reaction  to  visual 
hallucinations,  and  the  tendency  to  explain  his  difficulties  on  a 
spiritualistic  basis,  would  seem  to  point  to  a  diagnosis  of  a  serious 
disorder,  probably  along  the  lines  of  a  dementia  prsecox  deteriora- 
tion process. 

These  three  cases  are  similar  in  many  respects  to  the  cases 
described  by  Dr.  W.  C.  Sullivan,  of  the  Pentonville  prison,  Eng- 
land, to  whom,  probably  more  than  to  anyone  else,  we  owe  our 
clinical  knowledge  of  the  impulsive  and  automatic  acts  of  the 
chronic  drunkard. 

There  are  many  points  of  similarity  in  these  cases ;  they  all 
possessed  a  certain  amount  of  education  and  intelligence  which 
enabled  them  to  lend  co-operation  in  the  study  of  their  cases ;  none 
had  committed  acts  of  sufficient  gravity  to  warrant  legal  prosecu- 
tion, and,  therefore,  had  no  great  inducement  to  fabricate  and 
deceive;  and  each  had  some  nervous  instability  to  predispose  to 
the  amnesia  and  automatism  which  became  prominent  under  the 
influence  of  alcohol. 

Crothers  considers  this  last  point  a  very  important  one  and  says 
that  "  this  trance  condition  will  always  be  found  associated  with  a 
peculiar  neurotic  state,  either  induced  by  alcohol,  or  existing  before 
alcohol  was  used." 

Alcoholic  amnesia  may  be  partial  or  complete,  in  fact  the  per- 
centage of  cases  where  the  amnesia  is  partial  is  higher  than  it  is 
in  epilepsy.  The  less  complete  it  is  the  greater  the  difficulty  in 
establishing  its  existence  in  medico-legal  cases.  In  some  cases 
the  experiences  of  the  amnesic  period  may  be  recalled  for  a  time 
and  then  be  completely  forgotten  again.  Sullivan  quotes  a  case 
from  Maschka's  Handbuch  in  which  a  man  after  committing  a 
homicide  said,  ''  Don't  tell  anyone  about  this,"  and  later  on  com- 
pletely forgot  the  act.  He  also  says  that  threats  in  advance  of 
an  impulsive  act  are  no  evidence  of  premeditation  for  "  the  fixity 
of  the  morbid  condition  in  which  the  impulse  has  its  origin  is 
likely  to  give  to  action  in  the  automatic  phase  a  continuity  with 
that  in  the  waking  consciousness  which  is  easily  construed  into 
premeditation." 

Modern  authorities  do  not  believe  that  amnesia  is  either  synony- 
mous or  identical  with  unconsciousness,  but  that  it  means  merely 
the  submerging  of  a  certain  patch  of  memories  into  the  sub- 
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conscious  mental  life.  A  similar  belief  is  also  entertained  in  re- 
gard to  the  automatism  associated  with  amnesia.  It  is  thought 
that  there  is  always  a  certain  amount  of  consciousness  present 
and  that  the  psycho-pathological  basis  is  probably  due  to  a  disso- 
ciation of  consciousness.  In  other  words,  as  Dr.  Coriat  expresses 
it,  instead  of  being  in  an  unconscious  condition  the  patient  is  in 
a  condition  of  other  consciousness,  for  which  he  is  amnesic  in  his 
ordinary  waking  state. 

The  question  of  the  proper  psychological  treatment  is  one  of 
importance,  for  it  is  known  that  when  the  upper  consciousness  is 
rendered  weak  or  inert  by  experimental  distraction,  or  by  the  in- 
duction of  the  hypnoidal  state  of  Sidis,  "  the  subconscious  mem- 
ories surge  up,  break  through  the  strata  of  the  upper  conscious- 
ness and  become  manifest."  Coriat  believes  that  many  cases  will 
not  recover  except  under  proper  treatment  and  that  cases  of 
spontaneous  recovery  from  the  condition  of  amnesia  are  extremely 
rare.  These  theories  are  certainly  very  fascinating  and  are  of 
the  utmost  importance  in  medico-legal  cases  where  the  defense 
is  along  the  lines  of  irresponsibility  due  to  so-called  automatic 
states.  Of  course  in  such  cases  the  history  of  the  patient  should 
be  very  carefully  gone  into,  and  when  there  is  a  history  of  chronic 
drunkenness  or  epilepsy,  with  evidences  of  instability  of  the  ner- 
vous system,  and  a  history  of  previous  automatic  acts,  then  the 
defense  of  alcoholic  automatism  with  amnesia  should  not  be  lightly 
brushed  aside,  but  should  receive  most  careful  attention  from  all 
who  believe  in  the  just  administration  of  our  laws. 

There  is  still  another  case  to  which  I  should  like  to  briefly  call 
your  attention,  although  it  occurred  as  far  back  as  1785.  We  all 
know  that  a  certain  amount  of  amnesia  and  automatism  are  com- 
mon phenomena  of  ordinary  intoxication,  and  nowhere  have  I 
seen  a  description  of  this  condition  which  equals  in  literary  flavor 
and  subtle  humor  that  given  by  Alexander  Coventry  in  his 
"  Journal  of  a  Scotch  Medical  Student."  In  describing  a  visit 
to  his  uncle  he  says : 

It  was  2  p.  m.  when  I  reached  Musselburgh,  and  between  that  and  Inver- 
esk  I  met  my  uncle,  who  said  he  had  some  business  to  transact  in  town 
which  would  not  detain  him,  and  dinner  would  be  ready  on  our  return. 
We  stopped  at  a  tavern,  and  there  my  uncle  met  Mr.  Dalloway,  from  the 
green  isle,  an  old  acquaintance,  a  painter;  past  times  and  old  scenes  were 
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talked  over;  we  had  whiskey  punch;  cheese  and  cake  were  brought  out, 
punch  was  succeeded  by  porter,  and'  the  latter  retired  by  oporto,  dinner  was 
forgotten,  or  supplied  by  the  oat  cake  and  cheese,  the  usual  accompaniment 
of  sociability  in  a  Scotch  tavern.  I  ate  a  light  breakfast  and  had  taken  a 
long  walk,  and  the  mixture  of  liquors  began  to  affect  my  stomach  and  head, 
they  being  little  used  to  such  diet.  I  had  sense  enough  to  see  that  a  short 
time  would  put  me  hors  de  coinhat,  and  I  would  be  drunk  at  a  tavern.  I 
sought  the  back  door.  In  a  high  wall  opposite  I  observed'  a  white  stone; 
could  I  walk  across  the  lane  and  put  my  hand  on  it  I  concluded,  by  keeping 
it  close  aboard,  it  would  bring  up  short  any  lee  lurch  I  might  make  to  star- 
board, thus  giving  me  some  chance  of  reaching  port  without  capsizing,  for 
the  wall  continued  to  Inveresk  and  within  a  few  yards  of  my  uncle's.  The 
experiment  succeeded,  my  hand  touched  the  stone,  and  I  started  within  two 
feet  of  the  wall.  This  was  my  last  consciousness  until  on  Sunday  morning 
I  found  myself  in  bed  with  my  clothes  on,  having  simply  removed  my  boots. 
I  had  found  the  bed  where  I  usually  slept  at  my  uncle's  and  had  lain  down 
upon  it.  The  period  from  my  starting  from  the  white  stone  in  the  wall  to 
my  awaking  in  the  morning  is  a  perfect  blank  in  my  existence,  of  which  I 
have  not  nor  ever  had  any  consciousness,  yet  my  uncle's  man  informed  me 
that  I  had  reached  the  room  and  went  to  bed  without  assistance.  It  was 
like  the  delirium  of  fever,  it  made  no  impression,  it  left  no  trace  behind. 
According  to  this,  my  experience,  is  not  the  savage's  reasoning  more  just 
than  that  of  civilized  man?  An  Indian  does  not  resent  an  injury  done  when 
the  aggressor  is  intoxicated.  The  Indian  says,  "  Rum  did  it."  It  may  not  be 
safe  to  consider  it  as  an  aggravation  because  it  might  be  simulated,  yet  the 
malice  prepense  is  no  more  founded  than  in  the  maniac.  From  the  time  I 
started  from  the  white  stone  to  the  next  morning  I  might  have  committed 
a  dozen  murders  and  yet  been  unconscious  of  hurting  a  fly.  Although  the 
period  alluded  to  seems  a  blank  in  my  existence,  the  suffering  of  the  next 
morning  is  too  deeply  impressed  ever  to  be  erased  from  the  tablet  of 
memory. 

And  let  us  hope  that  this  assertion  was  strictly  true  and  that 
the  disagreeable  experience,  so  interestingly  described,  kept  him 
ever  after  from  following  in  the  footsteps  of  his  illustrious 
countryman  who  found  his  greatest  pleasure  in 

"  Bousing  at  the  nappy 
An  gettin'  fou  and  unco  happy." 
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DISCUSSION. 

Dr.  Coriat. — Since  Dr.  Pilgrim  has  done  me  the  honor  of  quoting  some 
of  my  work  on  alcoholic  amnesia  I  might  say  that  since  these  first  papers 
were  written,  I  have  carried  on  my  studies  on  amnesia.  What  I  found  was 
true  of  alcoholic  amnesia  was  true  of  other  amnesias,  principally  the 
hysterical  types,  and  also  in  the  amnesic  states  known  as  fugues,  which  are 
sometimes  hysterical  in  origin  and  sometimes  not.  My  further  experience 
has  shown  that  in  hysterical  amnesias  and  in  the  fugues,  by  means  of  psycho- 
logical methods  which  I  devised,  the  memory  would  return  in  scraps  and 
flashes,  without  any  chronological  sequence.  In  those  cases  I  was  able  to 
get  at  all  the  subconscious  memories,  by  a  process  which  I  called  one  of 
continuous  association. 

My  study  of  the  subconscious  leads  me  to  differ  with  Dr.  Pilgrim  when 
dealing  with  the  dreamy  states  of  consciousness.  It  is  difficult  to  obtain 
an  account  of  these  subjects'  mental  state,  during  the  period  for  which  he 
becomes  subsequently  amnesic.  In  some  cases  however,  I  was  able  to  do 
this  and  determined  that  here  the  consciousness  did  not  differ  from  their 
normal  consciousness.  It  is  also  well  known  that  in  cases  of  alcoholic 
amnesia  when  attempts  are  not  made  to  restore  the  memory,  that  the 
memory  as  in  Ribot's  case,  will  sometimes  be  recalled  if  the  subject  be- 
comes intoxicated  again ;  I  do  not  recommend  that  method,  but  the  obser- 
vation is  rather  pertinent. 

In  regard  to  Dr.  Pilgrim's  cases  I  think  one  must  distinguish  between 
the  true  alcoholic  and  the  true  dipsomaniac.  I  have  come  to  the  conclusion 
that  protracted  amnesic  states  with  alcoholism  are  not  epileptic  equivalents, 
but  that  dipsomania  in  the  sense  that  Aschaffenburg  has  described  it,  be- 
longs to  the  epileptic  equivalent  group.  In  fact  I  have  never  been  able  to 
restore  the  memory  in  a  true  epileptic  amnesia,  probably  because  alcoholic 
and  epileptic  amnesias  differ  in  their  underlying  mechanism. 

Dr.  H.  M.  Hurd. — I  hope  that  Dr.  Coriat  has  reason  for  believing  that 
these  states  are  not  real  alcoholic  amnesias  but  epileptic  states.  This  fact 
may  be  of  great  interest. 

Dr.  MacDonald. — The  cases  reported  by  Dr.  Pilgrim  are  very  interest- 
ing and  also  important  in  respect  to  their  medico-legal  aspect.  When  such 
persons  commit  an  act  of  violence — a  criminal  act,  it  becomes  most  im- 
portant to  differentiate  the  true  alcoholic  amnesia  from  the  pseudo- 
or  simulated  cases,  the  latter  being  not  uncommon  in  persons  charged 
with  crime,  especially  if  it  can  be  shown  that  the  individual  had  been 
drinking  at  or  about  the  time  the  crime  was  committed.  Dr.  Pilgrim's 
cases  would  seem  to  be  true  cases  of  dipsomania,  that  is,  cases  in  which 
there  is  a  psychosis  which  expresses  itself  periodically  in  excessive  and  pro- 
longed indulgence  in  drink,  the  drinking  being  a  symptom  of  the  disease, 
rather  than  the  cause  of  it.  I  have  observed  a  great  many  of  these  cases 
which  represent  one  of  the  several  forms  of  alcoholism.    They  frequently 
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abstain  from  drink  for  weeks  or  months,  or  even  years ;  then  they  become 
restless,  moody  or  irritable  and  perform  their  allotted  work  with  difficulty. 
The  mentality  undergoes  an  appreciable  change  from  normal  to  abnormal — 
not  to  the  extent  of  actual  insanity,  but  there  is  a  marked  alteration  of 
character  and  disposition.  This  condition  continues  for  a  certain  period 
during  which  the  patient  has  no  particular  craving  for  alcohol;  and'  when 
the  craving  does  set  in  he  resists  it  for  a  time,  but  finally  yields  to  it,  drinks 
to  great  excess  and  acts  in  much  the  same  way  as  in  the  cases  described 
by  Dr.  Pilgrim.  When  the  attack  or  paroxysm  terminates  and  the  patient 
returns  to  his  normal  state  there  is  usually  a  more  or  less  complete  amnesia 
as  to  events  covered  by  the  attack.  Detection  of  simulation  of  this  condi- 
tion is  not  difficult  to  an  experienced  observer. 

Dr.  Coriat. — In  the  differentiation  between  alcoholic  amnesia  and  epilep- 
tic amnesia  which  is  of  such  extreme  importance  medico-legally,  I  would 
say  that  while  it  is  possible  to  restore  the  memory  in  the  alcoholic  cases, 
it  is  not  possible  to  restore  the  lost  memories  in  epilepsy.  In  alcoholic 
amnesia,  the  experiences  are  retained,  but  are  split  off  or  dissociated;  in 
epileptic  amnesia  there  is  no  conservation  of  memories,  because  of  the 
lowered  state  of  consciousness  in  these  epileptic  states. 
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Among  the  present  problems  of  psychiatry  the  study  of  de- 
mentia prgecox  is  perhaps  that  which  excites  the  most  general 
interest.  It  is  more  particularly  the  fundamental  nature  of  the 
disorder  which  is  discussed,  and  in  regard  to  which  the  views 
diverge.  The  claim  is  often  made  that  we  have  in  dementia 
praecox  an  organic  brain  disease  similar  to  general  paralysis  or 
the  other  typically  organic  disorders.  There  is  no  doubt  that  we 
find  in  the  central  nervous  system  in  cases  of  this  group  structural 
changes;  some  of  them  are  evidently  not  related  to  the  disorder 
while  there  are  others  which  probably  form  a  part  of  the  process, 
although  we  do  not  yet  clearly  understand  under  what  conditions 
they  are  found  nor  what  their  real  significance  is.  While  these 
findings,  upon  which  rests  the  claim  that  dementia  praecox  is  an 
organic  disorder  in  the  same  sense  as  is  general  paralysis,  cannot 
be  neglected,  and  represent  a  most  important  field  for  research, 
there  is  another  set  of  data  furnished  by  an  analysis  of  the  con- 
stitutional factors  in  these  cases,  of  the  development  of  the 
symptoms,  their  nature,  and  their  relationship  among  each  other, 
— data  which  would  seem  to  show  that,  granted  all  the  findings 
of  an  anatomical  and  perhaps  chemical  nature,  dementia  praecox 
is  after  all  not  a  condition  which  can  be  placed  side  by  side  with 
the  plainly  organic  diseases,  such  as  general  paralysis.  Instead 
of  going  into  a  theoretical  discussion  as  to  the  possibilities  of 
relationship  between  functional  and  organic  disorders,  it  would 
seem  wisest,  as  an  introduction  to  what  I  have  to  say  regarding 
the  constitutional  abnormalities  in  dementia  praecox,  to  put  to- 
gether the  fundamental  differences  which  seem  to  exist  between 
the  plainly  organic  disorders  like  general  paralysis  on  the  one 
and  the  dementia  praecox  group  on  the  other  hand. 
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In  the  first  place  the  dementia  in  the  plainly  organic  disorders 
is  different  from  that  of  dementia  praecox.  In  the  former  we  find 
that  the  dementia  represents  a  diffuse  disorder  of  activization  of 
memories, — and  hence  gives  rise  to  a  diffuse  defect  of  elabora- 
tion, retention,  memory,  orientation,  etc. — in  dementia  prsecox  it 
shows  itself  essentially  in  the  sphere  of  interest  in  the  environ- 
ment, and  in  a  peculiar  distortion  of  the  train  of  thought.  In  the 
second  place  in  the  organic  disorders  we  find  that  the  content  ^  of 
the  psychosis  is  of  secondary  importance,  while  in  dementia 
praecox  the  content  seems  to  stand  in  the  very  foreground  of  the 
clinical  picture ;  the  content  is  moreover  apt  to  be  peculiarly 
limited,  so  that  in  patients  who  are  accessible  to  an  analysis  we 
find  the  existence  of  special  trends  which  account  for  the  entire 
content.  This  is  something  which  these  cases  of  dementia  praecox 
have  in  common  with  some  disorders  such  as  hysteria,  certain 
simple  paranoic  states  and  some  psychoses  of  degenerates,  that 
is  conditions  in  which  the  psychogenic  nature  of  the  symptoms  is 
now  scarcely  questioned  by  anyone.  It  is  well  to  remember  in 
this  connection  that  the  above  mentioned  states  to  which  we  shall 
again  have  to  refer  later,  are  not  always  easily  differentiated  from 
dementia  praecox ;  probably  this  difficulty  exists  not  merely  owing 
to  our  inadequate  diagnostic  facilities,  but  also  owing  to  the  closer 
relationship  which  these  conditions  bear  to  the  disease  in  question. 

Finally,  we  find  that  dementia  praecox  presents  yet  another  side 
which  would  point  to  a  certain  kinship  with  these  psychogenic 
disorders.  I  mean  the  fact  that  the  relationship  between  the  per- 
sonality, the  special  mental  make-up  of  the  individual  and  the 
psychosis  is  a  much  closer  one,  the  constitutional  factors  of  much 
more  determining  importance  in  the  development  than  in  the 
organic  disorders  where  we  often  find  either  no  appreciable  pecu- 
liarity of  mental  make-up,  or  where  at  any  rate  we  have  reason  to 
think  that  the  essential  manifestations  of  the  psychosis  grow,  as 
it  were,  out  of  the  personality. 

It  is  obvious,  therefore,  that  there  are  quite  a  number  of  im- 
portant  considerations   which    show    that    whatever   anatomical 

*The  term  content  is  here  used  in  the  sense  in  which  Jung  has  used  it 
in  his  "  Inhalt  der  Psychose,"  Leipzig  u.  Wien ;  Franz  Deuticke,  1908,  and 
therefore,  contrasted  to  the  formal  disorders  which  have  received  more 
attention. 
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changes  may  be  found  their  relationship  to  the  disorder  is  evi- 
dently not  so  simple  as  in  those  diseases  which  are  clearly  organic, 
and  it  is  therefore  necessary  to  insist  that  in  addition  to  a  study 
of  anatomical  and  chemical  alterations,  there  is  a  vast  field  of 
inquiry  at  least  as  important  and  more  accessible  for  the  elucida* 
tion  of  the  nature  of  the  disorder,  namely,  the  study  of  the  per- 
sonality and  the  study  of  the  development  and  the  content  of  the 
psychosis. 

I  wish  to  dwell  in  this  communication  upon  the  study  of  the 
make-up  only,  and  more  particularly  on  the  type  most  frequently 
seen.  It  will  be  remembered  that  it  was  Adolf  Meyer  who,  since 
1903,  has  insisted  that  dementia  praecox  is  a  disorder  which  may 
not  develop  in  anyone,  but  that  only  some  personalities  are  in 
danger  and  that  in  the  development  inadequate  psychobiological 
habits  play  an  important  part.* 

If  we  succeed  in  obtaining  accurate  anamneses  from  which  we 
are  able  to  form  an  opinion  of  the  personality  as  it  existed  before 
the  psychosis  or  before  the  incubation  period,  as  it  is  sometimes 
called,  a  certain  type  of  personality  recurs  with  striking  frequency, 
that  which  I  have  called  the  "  shut-in  personality," '  the  signifi- 
cance of  which  I  wish  to  discuss  more  particularly.  We  may 
start  with  a  few  examples. 

One  patient,  a  married  woman  of  19,  is  said  to  have  been  quick 
enough  to  learn,  and  to  have  studied  much;  she  was  also  a  fre- 
quent church-goer,  especially  since  the  age  of  16,  without,  how- 
ever, taking  an  active  part  in  the  church  work.  Even  before  the 
age  of  five  she  did  not  get  on  with  other  children,  did  not  play 
with  them,  but  was  inclined  to  keep  to  herself.  When  people 
came  to  the  house  she  left  the  room ;  she  was  described  as  always 
"  helpless  "  in  company.  She  was  not  liked  in  school,  and  never 
helped  others.     She  was  hard  to  influence,  did  not  take  advice. 

*  Meyer:  An  Attempt  at  Analysis  of  the  Neurotic  Constitution.  Ameri- 
can Journal  of  Psychology,  Vol.  XIV,  pp.  90-103,  1903.  Also:  Funda- 
mental Conceptions  of  Dementia  Praecox,  British  Med.  Journal,  Sept.  20, 
1906;  The  Dynamic  Interpretation  of  Dementia  Praecox.  Am.  Journal  of 
Psychology,  July,  1910,  pp.  385-403,  Vol.  XXI. 

^  Hoch :  A  Study  of  the  Mental  Make-up  in  the  Functional  Psychoses. 
Abstract  of  paper  read  before  the  New  York  Psychiatrical  Society,  Nov. 
4,  1908.    Jour,  of  Nervous  and  Mental  Disease,  Vol.  2)'^,  April,  1909,  p.  230. 
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She  was  over-systematic,  wanted  things  which  belonged  to  her 
left  alone.  She  was  sensitive  and  cried  when  interfered  with 
and  was  apt  not  to  get  over  the  upset  for  days.  She  saw  faults 
in  others,  rather  than  her  own  defects,  thought  she  was  better 
than  her  fellows,  but  did  not  assert  herself.  She  never  confided 
in  anyone.  She  married  when  18,  and  during  her  first  pregnancy 
was  uncommonly  insistent  in  her  desire  to  have  a  boy  who  should 
not  have  red  hair,  and  when  it  was  a  girl  with  red  hair  she  lost 
interest  and  the  psychosis  at  once  developed. 

The  second  patient  is  said,  especially  since  the  age  of  eight, 
subsequent  to  an  attack  of  the  measles,  to  have  grasped  her 
studies  less  well  than  before,  was  always  self-conscious,  felt 
awkward  in  company  and  was  sensitive,  but  she  said  little  about 
it  and  in  general  talked  very  little.  The  mother  says  that  the 
patient  was  in  this  respect  much  like  her  father,  who  was,  how- 
ever, a  successful,  active  man.  She  often  sat  brooding,  was 
uncommonly  systematic  and  "  finicky.''  At  puberty  the  seclusive- 
ness  became  more  marked.  At  17  she  went  to  a  fortune  teller, 
who  told  her  she  would  go  insane,  which  prediction  is  said  to 
have  occupied  her  mind  a  good  deal.  At  18  she  fell  in  love  but 
her  love  was  not  reciprocated.  Then  she  began  to  grow  absent- 
minded  and  careless,  and  gradually  drifted  into  a  deterioration. 

Case  3  represents  a  somewhat  different  type,  yet  still  with  well 
marked  traits  pointing  in  the  same  direction.  The  patient,  a 
woman  of  36,  who  always,  even  as  a  child,  was  sensitive  and 
stubborn.  She  often  left  the  table  at  the  slightest  provocation, 
was  hard  to  guide,  and  influence.  It  is  remembered  that  she  her- 
self would  say  that  she  was  as  immovable  as  a  post.  She  was 
married  at  20,  did  not  find  her  husband  congenial,  had  a  tendency 
to  romanticism,  never  adapted  herself  to  her  simple  life,  made  de- 
mands upon  her  husband  which  she  knew  he  could  not  •  meet. 
Her  circumstances  as  well  as  her  inclinations  isolated  her.  She 
was  moody.  Repeatedly  she  got  suspicious  of  her  husband,  she 
fell  silently  in  love  with  a  dentist,  had  fancies  about  him  and,  for 
several  years  before  the  onset,  refused  to  have  any  intercourse 
with  her  husband.  She  did  not  break  down  until  she  was  36,  but 
deteriorated. 

These  cases  suffice  to  show  that  we  find,  in  dementia  prsecox, 
persons  who  do  not  have  a  natural  tendency  to  be  open,  and  to 
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get  into  contact  with  the  environment,  who  are  reticent,  seclusive, 
who  cannot  adapt  themselves  to  situations,  who  are  hard  to  in- 
fluence, often  sensitive  and  stubborn,  but  the  latter  more  in  a  pas- 
sive than  in  an  active  way.  They  show  little  interest  in  what  goes 
on,  often  do  not  participate  in  the  pleasures,  cares  and  pursuits  of 
those  about  them ;  although  often  sensitive,  they  do  not  let  others 
know  what  their  conflicts  are ;  they  do  not  unburden  their  minds, 
are  shy,  and  have  a  tendency  to  live  in  a  world  of  fancies.  This 
is  the  shut-in  personality. 

As  I  have  said  this  type  of  make-up  is  very  common  in  dementia 
praecox.  In  a  study  of  my  older  material  from  the  McLean  Hos- 
pital, Waverley,  Mass.  (72  cases)  I  found  that  in  35  per  cent  of 
the  cases  it  was  markedly  pronounced,  whereas  in  16  per  cent  it 
was  indicated,  so  that  there  was  some  evidence  of  it  in  51  per 
cent.  When  we  consider  that  these  findings  refer  to  a  time  when 
we  did  not  especially  look  for  these  traits,  these  figures  are  all  the 
more  striking.  Other  abnormalities  of  make-up  were  noted  in 
15  per  cent;  the  make-up  was  not  described  in  nine  per  cent,  and 
in  23  per  cent  the  claim  was  made  in  the  anamnesis  that  the 
patient's  tendencies  were  "  natural."  In  my  more  recent  material 
of  the  Woman's  department  at  Bloomingdale  Hospital,  N.  Y., 
from  which  I  excluded  the  cases  in  which  the  facts  were  not 
accessible, — a  small  material,  to  be  sure,  amounting  only  to  38 
cases, — I  found  a  typical  shut-in  personality  in  49  per  cent  of  the 
cases,,  indication  of  it  in  further  19  per  cent,  making  a  total  of 
68  per  cent  altogether.  Twenty-four  per  cent  of  the  cases  are  de- 
scribed as  showing  peculiarities  of  other  types.  It  is  interesting 
that  among  the  cases  who  unquestionably  deteriorated  the  typical 
shut-in  personality  was  most  often  seen,  occurring  in  66  per  cent. 
On  the  other  hand,  in  the  cases  who  did  not  show  definite  de- 
terioration, in  other  words,  who  either  got  well  or,  while  present- 
ing chronic  symptoms,  did  not  lose  their  interest  in  the  environ- 
ment to  any  marked  degree  and  whose  train  of  thought  did  not 
get  confused,  a  group  including  cases  which  form  a  transition  to 
the  simpler  paranoic  states,  we  found  either  indications  of  the 
shut-in  personality  or  still  more  frequently  other  abnormalities  of 
make-up  such  as  long  standing  neurasthenoid  states,  shallowness 
of  emotion,  lack  of  consideration  for  the  environment,  or  abnormal 
insistence  on  precision,  a  tendency  to  day-dreaming,  evidence  of  a 
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poorly  balanced  sexual  instinct ;  as  in  one  case  who  for  years  had 
drifted  into  strikingly  fruitless  love-affairs,  another  who  showed 
jealousy  of  the  husband  for  years  before  the  onset  and  ever  since 
marriage.  But  I  do  not  propose  to  go  into  this  part  of  the  topic 
as  it  would  lead  me  too  far  and  should  form  the  theme  of  a  more 
extended  investigation.  Finally  I  found  only  eight  per  cent  in 
which  there  seemed  to  be  a  normal  make-up. 

Zablocka*  who  studied  the  dementia  prsecox  material  of  the 
Zurich  clinic  in  regard  to  prognosis,  found  that  the  shut-in  per- 
sonality is  seen  more  often  in  the  deteriorating  than  in  the  other 
cases.  In  this  connection  it  should  be  remembered  that  the  group 
of  dementia  praecox  in  Zurich  is  very  large  and  includes  many 
mild  cases  which  we  would  not  regard  as  dementia  praecox. 

Of  great  interest  is  an  excellent  study  which  Dr.  Kirby'  has 
recently  reported  at  the  New  York  Academy  of  Medicine,  in  which 
he  took  up  about  100  cases  of  dementia  praecox  observed  at  the 
Psychiatric  Institute,  and  found  in  over  50  per  cent  a  plainly 
shut-in  personality,  and  only  in  a  small  percentage  an  apparently 
normal  make-up. 

These  figures  seem  to  me  to  tell  the  story  plainly  enough. 
That  all  cases  should  show  clear  indications  of  a  shut-in  person- 
ality, is  not  to  be  expected.  That  as  many  as  68  per  cent  pre- 
sented evidence  of  it  in  my  recent  material,  over  50  per  cent  in 
that  of  Dr.  Kirby,  over  50  per  cent  in  my  older  cases,  and  that 
comparatively  few  cases  show  a  normal  make-up — these  are  data 
which  cannot  be  neglected. 

The  shut-in  personality  after  all  shows  only  the  direction  in 
which  the  dangerous  traits  lie  and  it  is  fair  to  assume  that  other 
abnormalities  which  we  cannot  as  yet  clearly  define,  may  work  in 
the  same  direction.  The  lack  of  contact  with  reality  may  be  only 
partial,  whereas  the  general  response  is  fair ;  or  other  traits  which 
seem  to  interfere  with  satisfactory  contact,  or  which  foster  day- 
dreaming or  which  interfere  with  the  formation  of  objective  in- 
terests, may  be  of  importance.  Kirby  has  pointed  out  that  a  cer- 
tain shallowness  of  interest  without  a  general  shutting  in  was  not 
rarely  seen  in  those  of  his  cases  which  did  not  show  the  typical 

*Zablocka:     Zur  Prognosestellung  der  Dementia   Prsecox.     Allgemeine 
Zeitschr.  f.  Psychiatrie,  V.  LXXV,  pp.  318-339. 
*  Not  published. 
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make-up.  Finally  we  must  not  forget  that  behind  a  correct 
appearance,  the  result  of  a  formal  training,  there  may  be  much 
that  is  not  apparent  in  ordinary  life,  but  which  at  any  time  may 
under  stress,  come  to  the  surface.  The  fact  that  these  same  traits 
are  not  seen  in  manic-depressive  insanity  is  certainly  very  inter- 
esting as  a  control.  How  much  of  it  does  occur  in  normal  persons 
is  difficult  to  estimate. 

It  may  not  be  out  of  place  here  to  say  that  in  a  question  of  the 
importance  or  the  danger  of  certain  traits,  the  whole  bearing  of 
which  we  do  not  yet  know,  it  is  difficult  to  estimate  the  limits  of 
elasticity  until  sufficient  strain  has  been  exerted  to  test  it. 

We  cannot  help  feeling  that  to  a  certain  extent  these  charac- 
teristics must  in  themselves  represent  a  reaction  to  something 
more  fundamental,  but  evidently  a  reaction  along  a  special  bent  of 
the  personality,  and  one  which  owing  to  its  very  nature  has  cer- 
tain cumulative  tendencies. 

Freud  has  shown  us  that  in  the  neuroses  we  are  dealing 
primarily  with  a  lack  of  adaptation  to  reality  in  the  sexual  sphere, 
with  an  inadequate  or  faulty  development  of  the  instinct  in  its 
wider  meaning,  in  the  sense  that  owing  to  a  certain  fixation  and 
limitation  of  the  interest  in  that  sphere  in  childhood  and  owing  to 
subsequent  repression,  the  later  free  application  and  adaptation 
is  interfered  with.  This  is  not  the  place  to  enter  into  a  discussion 
of  this  view  which  Freud  has  expressed  in  his  earlier  writings  and 
again  very  clearly  in  his  recent  Worcester  lectures,'  and  which 
Jung  has  extensively  supported  by  his  own  studies.  Important 
for  us  in  this  discussion  is  the  fact  that  Jung  has  insisted  that  a 
similar  sort  of  abnormality  in  the  sphere  of  the  sexual  instinct 
exists  in  dementia  prsecox.  While  I  have  personally  not  analyzed 
a  sufficient  material  with  the  view  of  verifying  this  claim  from 
direct  evidence,  I  am  nevertheless  inclined  to  regard  this  as  very 
probably  a  correct  one  for  the  following  reasons:  In  the  first 
place  we  should  mention  the  close  relationship  which  exists  be- 
tween dementia  praecox  and  puberty.  Secondly,  the  fact  that 
every  one  who  has  attempted  to  enter  into  the  lives  and  struggles 
of  these  patients  must  have  been  impressed  with  the  frequency 

'  Freud :  Drei  Abhandlungen  zur  Sexualtheorie.  Leipzig  und  Wien ; 
Franz  Deuticke,  1905.    Ueber  Psychoanalyse,  Wien;  Franz  Deuticke,  1910. 
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with  which  sexual  conflicts  are  found  to  have  played  an  important 
role  in  the  development  of  the  disorder.  Thirdly,  analysis  of  the 
content  of  the  psychosis  shows  us  again  and  again  the  existence 
of  sexual  trends,  and  often  when  the  sexuality  manifests  itself  it 
does  so  in  a  peculiarly  diffuse,  poorly  adapted  manner,  such  as  in 
the  falling  in  love  with  several  persons  at  the  same  time  and  the 
like.  All  this  cannot  be  accidental.  There  is,  therefore,  much 
that  speaks  in  favor  of  the  claim  of  a  fundamental  lack  of  sexual 
adaptability;  but  according  to  those  who  have  analyzed  the  neu- 
roses of  various  kinds,  we  find  there  similar  difficulties,  but  with- 
out equally  serious  consequences. 

We  are  scarcely  prepared  to  say  what  is  fundamentally  the 
nature  of  the  lack  of  sexual  adaptability,  and  what  is  its  relation 
to  the  shut-in  personality.  However,  Abraham'  who  has  fully 
recognized  the  importance  of  the  shut-in  personality  has  attempted 
to  answer  this  question.  He  regards  the  lack  of  sexual  adapta- 
bility as  due  to  an  arrest  of  sexual  development,  a  permanent  re- 
tention of  the  infantile  autoerotic  stage,  and  looks  upon  the  shut- 
in  tendency  as  one  of  the  expressions  of  this  autoerotism.  This 
is  certainly  a  clever  hypothesis  but  we  cannot  help  feeling  that 
the  question  is  more  complicated. 

But  even  without  knowing  what  is  the  origin  or  the  fundamen- 
tal meaning  of  the  constitution  we  have  described  we  can  see 
nevertheless,  reasons  why  such  a  constitution  should  represent  a 
serious  menace  to  the  mental  balance  of  the  personality. 

The  inability  to  get  into  contact  with  the  environment  bears  in 
itself  many  dangers, — it  prevents  an  active  aggressive  shaping 
of  the  situation  which  is  so  important  for  the  progress  of  the  nor- 
mal individual  and  which  forestalls  further  conflicts;  it  prevents 
the  corrective  influences  which  actual  experience  constantly  fur- 
nishes and  which  is  gained  in  the  mingling  with  people,  the  mutual 
actions  and  reactions;  it  fosters  the  growth  of  unproductive  fan- 
cies. Everyone  has  a  certain  inclination  to  day-dreaming,  but 
aside  from  the  fact  that  it  plays  a  rather  subsidiary  role  in  the 
normal  robust  person,  the  fancies  often  represent  in  them  the  first 

''  Abraham :  Die  psychosexuellen  Differenzen  der  Hysteric  und  der 
Dementia  Prsecox.  Centralblatt  fiir  Nervenheilkunde  und  Psychiatric, 
July,  igcS. 
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dim  outlines  of  future  plans  and  therefore  are  not  without  refer- 
ence to  reality  and  receive  their  value  from  that  side, — but  fancies 
which  are  out  of  contact  with  reality  probably  exert  in  them- 
selves a  certain  fascination  which  progressively  limits  objective 
interest.  Moreover,  these  very  tendencies  make  the  individual 
unfit  to  acquire  those  constructive  plans  and  hopes,  not  neces- 
sarily elaborated,  but  felt,  dimly  appreciated,  upon  which  the 
normal  person  lives,  and  which  give  to  him  the  very  essence  of. 
his  existence.  There  is  an  absence  of  that  progressive,  pros- 
pective satisfaction  which  cannot  be  too  much  insisted  upon  as 
necessary  for  the  retention  of  mental  health.  The  active  contact 
with  the  world  makes,  of  course,  more  demands  upon  the  indi- 
vidual than  a  life  in  pure  fancies,  towards  which  the  path  of 
least  resistance  evidently  leads  in  these  patients.  We  see,  there- 
fore, that  the  traits  upon  which  we  would  lay  most  stress  in  the 
shut-in  personality,  the  lack  of  contact  with  the  environment,  the 
satisfaction  with  fancies  instead  of  objective  interests,  the  lack 
of  constructive  aims  and  aggressiveness, — must  have  dangers  in 
them  which  it  would  be  difficult  to  exclude  as  dynamic  factors  in 
the  development  of  these  disorders,  and  we  must  agree  with  Adolf 
Meyer  when  he  has  again  and  again  insisted  upon  the  importance 
of  faulty  psychobiological  habits  in  connection  with  dementia 
praecox. 

It  will  now  be  of  interest  to  briefly  review  some  constitutional 
abnormalities  in  groups  of  cases  which  present  a  certain  kinship 
to  dementia  prsecox, — I  mean  in  hysteria,  certain  paranoic  states, 
and  the  psychoses  of  degenerates  recently  reported  by  Birnbaum, 
cases  therefore  in  which,  and  this  is  the  point  I  wish  to  emphasize 
more  particularly,  deterioration  does  not  occui  In  hysteria,  in 
which  disorder  we  have,  as  was  above  stated,  according  to  Freud, 
also  a  certain  lack  of  sexual  adaptability,  we  find  a  very  different 
sort  of  personality.  Here  there  is  no  lack  of  aggressiveness,  nor 
lack  of  contact  with  the  environment,  nor  an  absence  of  objective 
interest ;  on  the  contrary  we  find  a  constant  reference  to  the  per- 
sons about,  a  desire  to  be  in  the  center  of  observation;  hysterical 
patients  force  us  with  all  means  at  their  disposal  to  occupy  our- 
selves with  them. 

In  paranoic  states,  too,  the  contact  with  the  environment  is  plain, 
these  persons  are  sensitive,  and  markedly  concerned  about  the 
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rest  of  the  world,  they  expect  something  from  it,  and  with  all 
their  suspiciousness  they  are  not  without  a  certain  open  attitude 
in  the  sense  of  aggressiveness  and  a  desire  to  seek  contact. 
Another  equally  important  difference  between  the  paranoic  states 
and  the  conditions  of  dementia  praecox  is  to  be  found  in  the  fact 
that  sometimes  the  external  situation  is  a  much  more  potent 
factor  in  the  causal  constellation  of  the  former  as  is  seen  in  the 
paranoia  querulans,  and  other  paranoic  states  such  as  those  re- 
ported by  Gierlich "  and  Friedmann,"  or  those  more  recently  by 
Riidin." 

We  may  finally  consider  that  interesting  group  of  cases  which 
lately  has  been  taken  up  by  Birnbaum,^  the  first  German  who 
fully  recognized  the  claims  of  the  French  school  regarding  the 
delire  des  degeneres.  It  is  interesting  that  these  are  psychoses 
which  often  resemble  in  their  mechanisms  those  of  dementia 
praecox,  so  much  so  that  Bleuler,"  one  of  the  investigators  best 
acquainted  with  the  psychology  of  dementia  praecox,  has  met 
Birnbaum  with  the  statement  that  the  latter  had  not  succeeded  in 
giving  a  differentiation  between  his  cases  and  dementia  praecox. 
To  this  Birnbaum  has  given  what  I  consider  a  satisfactory  reply ;  " 
there  is  much  that  separates  the  two  groups  if  one  considers  well 
marked  cases  of  either  group,  but  it  does  not  seem  unlikely  that 
transitions  occur,  although  plainer  transitions  exist  between  these 
psychoses  of  degenerates  and  hysteria. 

In  the  group  which  Birnbaum  has  described  we  find  individuals 
with  criminal  tendencies  who,  under  the  influence  of  punish- 
ment, imprisonment,  frustrated  escapes,  denials  of  pardon,  an- 
nouncement of  a  new  indictment,  etc.,  developed  psychoses  with 

*Ueber  periodische  Paranoia  und  die  Entstehung  der  paranoiden  Wahn- 
deen.    Arch.  f.  Psychiatric,  V.  L,  pp.  19-40,  1905. 

'  Friedmann :  Beitrage  zur  Lehre  von  der  Paranoia.  Monatsschr.  f. 
Psychiatric  und  Neurologic.    V.  XVII,  pp.  468,  532. 

^^  Riidin :  Uebcr  der  klinischen  Formen  der  Seclenstorungcn  bei  zu 
lebenslangHcher  Zuchthausstrafe  Verurtcilten.     Miinchen,  1907. 

"  Birnbaum :  Psychosen  mit  Wahnbildung  und  wahnhafte  Einbildungen 
bei  Degenerativen.     Halle,  Carl  Marhold,  1908. 

"Bleulcr:  Wahnhafte  Einbildungen  der  Degencricrten.  Centralblatt 
fiir  Psychiatric  und  Neurologic,  1909,  pp.  77-80. 

"  In  Centralblatt  f.  Nervenhcilkunde  und  Psychiatric,  1909,  p.  429,  al- 
though I  cannot  by  any  means  agree  with  his  entire  position. 
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delusions,  hallucinations  and  other  symptoms  in  which  the  element 
of  wish-fulfilment  takes  a  very  prominent  and  easily  recognized 
place.  The  disorder  then  depended  strikingly  upon  external 
difficulties  and  often  disappeared  with  the  removal  of  the  latter. 
As  to  the  make-up  these  personalities,  besides  presenting  criminal 
tendencies,  are  unstable,  without  much  determination  or  depth  of 
feeling  though  with  a  tendency  to  outbursts  of  feelings ;  they  are 
fickle,  frivolous,  unable  to  stick  to  any  occupation,  suggestible, 
immaginative,  eccentric,  given  to  fantastic  schemes,  untruthful. 
These  patients,  then,  do  not  show  a  lack  of  contact  with  the  envir- 
onment, they  even  present  a  certain  ill-directed  aggressiveness. 
They  are,  therefore,  in  many  ways  different  from  individuals 
with  a  shut-in  personality.  In  another  point  they  differ,  namely 
in  the  fact  that  their  conflicts  are  on  the  surface,  they  are  in  a 
scrape,  to  put  it  tersely,  and  the  content  of  the  psychosis  is  a 
reaction  to  the  scrape.  Hence  the  make-up  as  well  as  the  situa- 
tion differs  from  that  of  dementia  prsecox,  although  the  mechan- 
isms are,  as  we  said,  often  not  unlike  those  seen  in  dementia 
praecox. 

This  putting  side  by  side  of  the  constitutional  traits  of  hysteria, 
paranoic  states,  and  certain  psychoses  of  degenerates  on  the  one, 
and  dementia  praecox  on  the  other  hand ;  this  contrast  of  a  group 
of  cases  which  show  no  tendency  to  deterioration,  with  a  group 
of  cases  in  which  deterioration  is  an  important  feature,  seemed 
to  me  to  be  of  value,  because  it  can  hardly  be  regarded  as  acci- 
dental that  those  who  deteriorate  show  original  defects  in  the 
direction  which  we  have  indicated,  while  those  who  do  not  dete- 
riorate are  singularly  free  from  those  very  traits ;  nor  is  the  promi- 
nence of  external  factors  in  paranoic  states  and  in  the  degenerates 
in  contradistinction  to  the  essentially  internal  conflicts  in  dementia 
praecox  likely  to  be  accidental  and  without  bearing  on  the  question 
of  the  outcome. 

Having  then  shown  the  prevalence  of  the  shut-in  personality 
in  dementia  praecox,  and  its  absence  in  the  non-deteriorating 
cases,  it  is  left  for  us  to  point  out  certain  relationships  between 
the  traits  we  have  brought  out  and  the  symptom  pictures  early 
and  late. 

In  the  first  place  it  is  well  known  that  the  incubation  period,  if 
we  may  be  allowed  the  term,  a  period  that  often  lasts  several 
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years,  is  almost  always  marked  by  an  accentuation  of  the  shut-in 
traits,  the  patient  gets  further  away  from  the  environment. 
Secondly,  we  can  scarcely  help  seeing  the  close  relationship 
which  exists  between  the  constitutional  traits  and  the  negativism, 
and  last  but  not  least,  between  these  traits  and  the  final  deterior- 
ation. What  is  after  all  the  deterioration  in  dementia  praecox  if 
not  the  expression  of  the  constitutional  tendencies  in  their  ex- 
treme form,  a  shutting  out  of  the  outside  world,  a  deterioration  of 
interests  in  the  environment,  a  living  in  a  world  apart? 

All  these  considerations  will,  I  hope,  make  clear  that  the  con- 
stitutional abnormalities  which  we  have  described  and  which  in 
their  most  marked  form  probably  represent  the  direction  in  which 
the  important  traits  lie,  must  be  the  expression  of  dynamic  forces 
of  great  importance. 


THE  INTERMITTENT  FORMS  OF  DEMENTIA, 

PRECOX. 

By  WILLIAM  RUSH  DUNTON,  JR.,  M.  D., 
Assistant  Physician,  Sheppard  and  Enoch  Pratt  Hospital,  Towson,  Md. 

In  a  previous  paper/  attention  was  drawn  to  three  rather  unique 
cases,  two  of  which  had  for  a  long  time  been  considered  as  be- 
longing in  the  manic-depressive  group,  but  in  recent  years  had 
shown  symptoms  which  were  more  characteristic  of  dementia 
praecox,  and  another  which  had  early  been  diagnosed  as  paranoid 
dementia  praecox,  but  which  soon  after  the  onset  of  acute  symp- 
toms showed  a  cyclic  course.  It  was  proposed  that  to  these  three 
cases  should  be  applied  the  term  cyclic  dementia  praecox  as  being 
most  descriptive.  Mention  was  also  made  of  the  intermittent 
forms  of  dementia  praecox  and  the  present  paper  is  an  attempt  to 
point  out  some  of  the  characteristics  of  this  form  and  to  contrast 
it  with  the  cyclic  form.  It  may  first  be  well  to  review  the  char- 
acteristics of  the  cyclic  form:  Briefly  stated  it  may  be  said  that 
cyclic  dementia  praecox  is  a  form  of  insanity  closely  resembling 
folie  circulaire  in  that  there  are  frequently  recurring  abnormal 
periods  of  excitement  and  stupor,  these  abnormal  periods  being 
succeeded  by  normal  periods,  usually  of  briefer  duration.  While 
at  first  the  excitement  may  seem  to  resemble  that  of  manic- 
depressive  insanity,  closer  study  will  show  that  there  is  no  true 
flight  of  ideas,  there  is  usually  evidence  of  stereotypy.  Muscular 
rigidity,  flexibilitas  cerea,  or  hypertonus  is  also  present  and  motor 
restlessness  may  be  slight.  The  stupor  does  not  resemble  that  of 
manic-depressive  insanity  and  is  also  characterized  by  muscular 
rigidity.  In  the  normal  periods  the  patient  may  for  a  long  time 
give  little  evidence  of  dementia  and  merely  show  the  narrow  men- 

*  The  Cyclic  Forms  of  Dementia  Prsecox,  American  Journal  of  Insanity, 
Vol.  LXVI,  p.  465. 
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tal  horizon  of  a  person  who  is  cut  off  from  active  life,  but  after 
several  years  dementia  may  be  apparent.  As  a  rule  an  emotional 
dulling  being  shown  before  an  intellectual  one. 

It  will  be  seen  by  a  study  of  the  series  of  cases  here  presented 
that  the  diagnostic  difficulties  may  be  great.  A  number  of  these 
cases  were  considered  as  belonging  to  the  maniacal-depressive 
group  until  later  observation  had  made  such  a  diagnosis  untenable. 

It  is  recognized,  of  course,  that  no  classification  of  cases  can 
entail  precise  limits  and  that  there  will  always  be  a  number  which 
it  will  be  difficult  to  place  and  even  when  this  has  been  done  we 
may  feel  doubtful  as  to  the  correctness  of  such  grouping.  It  will, 
however,  add  to  a  better  understanding  of  this  paper  if  a  few  pre- 
liminary remarks  be  made  upon  the  principles  which  have  guided 
me  in  my  conception  of  dementia  prsecox  and  of  maniacal-depres- 
sive insanity. 

In  the  first  place,  as  does  Kraepelin,  I  "  provisionally  "  group 
those  cases  who  dement,  excluding,  of  course,  the  organic  de- 
mentias, into  one  great  group  which  I  consider  as  dementia 
prsecox,  recognizing,  however,  besides  dementia  or  deterioration 
that  certain  other  symptoms  must  be  present  at  some  time  in  the 
course  of  the  disease,  these  constituting  what  I  call  the  dementia 
praecox  syndrome  as  contrasted  with  the  maniacal  and  the  de- 
pressive syndromes. 

As  is  well  known  the  maniacal  syndrome  is : 

1.  Elation. 

2.  Flight  of  ideas. 

3.  Psychomotor  excitability. 

And  the  depressive : 

1.  Emotional  depression. 

2.  Difficulty  in  thinking. 

3.  Psychomotor  retardation. 

Evidently  these  are  based  on  the  old  division  of  the  mental 
faculties  into  emotion,  will  and  intellect  and  as  a  convenience  in 
teaching  I  have  formulated  the  following  syndrome  as  character- 
istic of  dementia  prsecox : 

1.  Apathy. 

2.  Dissociation. 

3.  Eccentricities. 
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On  the  other  hand,  cases  which  belong  to  the  maniacal-de- 
pressive group,  besides  showing  either  the  maniacal  or  depressive 
syndrome,  do  not  dement. 

With  these  broad  generalizations  as  starting  points,  and  the 
presence  of  other  symptoms,  it  is  possible  to  make  the  differentia- 
tions into  .the  various  sub-groups  of  these  two  great  divisions. 
As  this  paper  deals  with  but  one  of  these  sub-groups,  it  does  not 
seem  proper  to  discuss  at  length  the  others,  and  I  shall,  therefore, 
proceed  at  once  to  a  discussion  of  the  intermittent  forms. 

So  far  as  I  know  there  has  been  little  written  especially  con- 
cerning the  intermittent  form,  Kraepelin  in  the  seventh  edition  of 
his  Psychiatric  making  no  reference  to  it. 

In  the  first  place,  one  may  say  that  the  intermittent  form  of 
dementia  praecox  is  that  which  is  characterized  by  a  series  of  at- 
tacks whose  chief  characteristic  may  be  excitement  or  depression, 
but  in  which  symptoms  of  deterioration  gradually  become  appar- 
ent. Between  these  the  patient  may  appear  to  have  become  or 
reached  his  normal,  but  in  each  succeeding  attack  he  may  show 
more  and  more  deterioration,  so  that  eventually  hospital  care  is 
required.  It  should  be  distinctly  understood  that  the  slight  in- 
crease of  symptoms  which  is  commonly  observed  each  month  and 
of  which  Kraepelin  speaks  ^  has  no  reference  to  what  is  alluded  to 
above  and  which  seem  to  be  distinct  attacks.  The  menstrual  ex- 
acerbations are  but  incidents  in  the  course  of  the  attack. 

Before  attempting  any  further  elaboration  of  the  subject  I  shall 
give  a  few  abstracts  which  will  illustrate  the  above. 

Case  I  (No.  798)  has  been  previously  reported  by  Dr.  Farrar'  in  his 
Clinical  Demonstrations.  The  patient  is  a  woman,  single,  now  aged  38 
years,  who  showed  mental  symptoms  in  1890  while  a  student  at  the  Pea- 
body  and  Maryland  Institutes  when  18  years  old.  In  April  she  was  de- 
pressed, had  crying  spells,  soon  became  unfit  for  work  and  was  taken  home 
where  she  remained  until  August  22,  1890,  when  she  was  admitted  to  the 
Pennsylvania  Hospital,  remaining  there  until  January  15,  1891,  when  she 
was  discharged  recovered  with  a  diagnosis  of  subacute  mania.  She  re- 
turned to  her  home  but  soon  began  to  lose  flesh  and  in  October,  1892, 
became  suspicious  of  her  family,  accused  her  sister  of  trying  to  poison  her, 
was  violent  and  obstinate,  so  that  it  was  again  necessary  to  place  her 

*  Psychiatrie,  VII.  Aufl. 

'Farrar,  Dr.  C.  B.  Qinical  Demonstrations,  i.  Dementia  praecox. 
American  Journal  of  Insanity,  Vol.  LXII,  p.  627,  April,  1906. 
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under  hospital  care,  and  she  was  readmitted  to  the  Pennsylvania  Hos- 
pital, October  27,  1892,  with  a  diagnosis  of  acute  mania,  and  was  dis- 
charged recovered,  January  16,   1894. 

In  going  over  the  notes  made  during  these  two  attacks,  which  have  been 
sent  us,  it  is  possible  to  find  symptoms  recorded  which  seem  to  point  to  a 
diagnosis  of  dementia  prsecox,  but  it  must  be  remembered  that  18  years 
ago  our  knowledge  of  dementia  prsecox  was  considerably  less  than  it  is 
to-day,  so  that  it  is  not  strange  that  the  diagnostic  importance  of  these 
symptoms  should  have  been  overlooked. 

The  symptoms  recorded  in  the  first  attack  are:  A  marked  improve- 
ment in  her  physical  condition  without  a  corresponding  mental  improve- 
ment, and  that  she  appeared  feeble-minded  shortly  before  discharge.  In 
the  second  attack  at  one  time  she  was  "  indifferent,  silent,  and  unem- 
ployed," so  that  with  a  physical  improvement  apathy  was  shown,  and 
dissociation  between  the  content  of  consciousness  and  affect  tone  was  ex- 
pressed in  her  statement,  "I  am  eating  dead  men  in  their  graves,  I  just 
love  to  eat  them." 

The  patient  returned  home  where  she  apparently  led  an  ordinary  life 
but  was  overwrought  by  the  care  of  her  sick  father  and  annoyed  by  a 
family  with  young  children  moving  into  the  same  house.  She  seemed  to 
try  to  ward  off  the  oncoming  attack  by  taking  up  her  music  again  and  by 
attempting  to  give  drawing  lessons  and  by  a  trip  from  home,  but  all  of 
these  attempts  were  unsuccessful  and  she  was  admitted  to  the  Sheppard 
Hospital,  April  6,  1901,  being  talkative,  confused  and  emotional  and  soon 
showed  impulsivity,  mannerisms,  marked  dissociation,  and  apathy,  so  that 
a  diagnosis  of  dementia  pr?ecox  was  made. 

The  subsequent  course  has  been  uneventful,  excepting  that  the  patient 
has  shown  a  periodic  course,  that  is,  there  have  been  periods  of  consider- 
able excitement,  corresponding  with  the  menstrual  epoch  but  extending 
beyond  them,  alternating  with  periods  of  quiet  or  even  of  partial  stupor. 

In  this  case,  therefore,  we  had  an  attack  of  excitement  at  18  lasting  for 
9  months,  followed  by  a  period  in  which  she  was  almost  herself  for  nearly 
20  months,  when  she  had  a  second  attack  of  excitement  lasting  about 
14  months,  this  being  followed  by  a  period  of  nearly  six  years  during 
which  she  seems  to  have  been  looked  upon  as  normal  by  her  family.  At 
the  end  of  this  remission  her  last  attack  began  and  at  the  present  time  has 
endured  for  9  years. 

Case  II  (No.  1476)  is  a  woman,  single,  with  no  occupation. 

Her  family  history  is  bad,  her  father  and  mother  being  first  cousins. 
Her  father  is  in  the  early  stages  of  arteriosclerotic  dementia  and  her 
mother  is  eccentric.  Her  maternal  grandfather  was  alcoholic.  A  mater- 
nal great  uncle  was  insane  and  had  a  son  who  was  insane.  Another  great 
uncle's  son  was  epileptic. 

Patient  is  the  eighth  child,  was  born  a  year  after  the  seventh  child.  Dur- 
ing first  year  of  life  she  was  delicate.     She  learned  to  walk  before  twelve 


WILLIAM    RUSH   DUNTON,    JR.  243 

months  old,  but  while  teething  became  seriously  ill,  forgot  how  to  walk 
and  at  15  months  had  to  relearn. 

In  disposition  she  was  quiet,  retiring  and  thought  to  be  bashful.  She 
attended  school  from  7  until  17  and  made  satisfactory  progress. 

Puberty  occurred  at  17  and  was  always  regular  until  the  first  attack  of 
mental  trouble  in  1900.  No  mental  or  nervous  symptoms  noted  at 
puberty. 

Mid-February,  1900,  it  was  noticed  that  the  patient,  then  aged  22,  laughed 
to  herself  without  apparent  cause,  became  seclusive,  hypochondriacal,  she 
later  thought  that  she  was  an  animal  and  that  animals  were  in  her  room. 
Later  she  became  suicidal  and  attempted  to  throw  herself  out  of  the  window 
and  to  get  a  sharp  instrument.  She  showed  some  posturing  and  has  been 
untidy.  She  was  admitted  to  the  Sheppard  Hospital  April  18,  1900,  and 
then  first  came  under  observation.  She  was  quiet  after  a  few  days  of 
restlessness  and  remained  so  until  the  ninth  of  May  when  she  had 
another  brief  period  of  excitement  which  was  thought  to  be  premenstrual 
and  it  was  necessary  to  restrain  her.  She  showed  a  gradual  improvement 
and  was  discharged  September  11,  1900,  as  much  improved. 

In  this  case  an  incorrect  diagnosis  was  made  of  acute  mania  based 
principally  upon  the  history  before  admission,  but  from  the  case  notes  the 
diagnosis  of  dementia  praecox  is  easily  made.  It  being  noted  that  the 
patient  was  impulsive,  showed  mannerisms  (many  of  these  being  family 
characteristics,  however)  some  dissociation,  and  what  we  later  considered 
to  be  apathy. 

The  patient  remained  at  home  five  years  or  until  October  16,  1905,  when 
she  was  again  admitted.  While  at  home  she  had  led  a  quiet  life  without 
special  employment,  was  somewhat  seclusive,  but  did  not  show  any  ten- 
dency to  suspiciousness  or  impulsivity,  and  was  regarded  by  her  family  as 
having  been  about  at  her  normal.  She  was  discharged  March  6,  1906,  to 
be  again  admitted  December  17,  1906,  and  rem.ained  under  care  until  August 
26,  1907,  during  which  time  impulsivity  became  more  marked  and  a  wave- 
like condition  was  noted,  the  patient  becoming  excited  at  intervals. 

On  October  6,  1907,  she  was  again  admitted,  and  discharged  March  21, 
1908,  to  another  hospital  as  her  condition  had  evidently  become  per- 
manent and  it  would  probably  be  impossible  to  ever  again  take  her  home. 

During  the  two  years  that  she  was  at  this  hospital  her  excitement  in- 
creased and  she  has  had  at  least  two  long  periods  of  excitement  beside  the 
usual  shorter  ones  coincident  with  her  menstrual  periods. 

The  last  period  of  excitement  was  more  marked  than  any  preceding 
and  was  followed  by  collapse  in  which  she  died  November  8,  1909. 

Case  III  (No.  1401)  is  a  woman  who  was  admitted  to  the  Sheppard  and 
Enoch  Pratt  Hospital  May  i,  1906,  at  which  time  she  was  single,  aged 
21,  and  had  no  occupation. 

The  family  history  is  negative,  but  her  father  died  13  months  after  her 
admission  of  what  was  diagnosed  by  the  two  attending  physicians  as 
apoplexy,  and  as  Bright's  disease. 
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The  patient  is  the  third  of  four  children  and  her  birth  was  normal. 
She  was  characterized  by  her  mother  as  a  "  right  forward  "  child  although 
it  would  appear  that  her  development  was  neither  precocious  nor  re- 
tarded. Her  disposition  was  said  to  be  bright,  but  quiet,  not  talkative,  of 
an  even  temperament,  and  fond  of  company,  especially  of  her  own  sex, 
having  very  few  boy  friends.  Her  health  had  been  very  good,  but  she  had 
had  one  or  two  fainting  spells  when  about  lo  years  old  which  her 
physician  had  declared  to  be  due  to  heart  disease,  but  which  a  physician 
who  was  consulted  later  stated  had  been  due  to  indigestion.  Measles  and 
whooping  cough  at  about  12  years  were  the  only  other  illnesses  she  had 
had.  School  life  extended  from  7  to  17  years,  she  having  graduated  in 
June,  1902,  and  having  done  well. 

Puberty  occurred  at  13  and  had  been  uneventful.  Her  periods  lasted 
3  or  4  days,  were  regular,  and  only  occasionally  would  she  have  to  go  to 
bed  on  account  of  initial  pain. 

She  had  joined  the  Methodist  Episcopal  church  at  about  the  same  time, 
but  had  never  taken  more  than  a  moderate  interest  in  religion. 

The  patient's  mother  was  an  intelligent  woman  who  gave  all  the  in- 
formation possible  and  from  her  account  it  appeared  that  the  patient's 
mental  trouble  began  in  the  fall  of  1902  when  she  was  brought  by  her 
mother  from  their  home  in  North  Carolina  to  a  school  near  Baltimore, 
where  after  a  week  she  seemed  perfectly  satisfied,  so  that  her  mother  went 
to  Washington  to  pay  a^visit,  where  after  two  days  she  received  a  letter 
from  the  patient  stating  that  she  would  die  if  left  in  the  school,  and  the 
next  day  a  summons  was  received  from  the  principal  of  the  school.  It  was 
decided  that  the  patient  should  return  to  Washington  with  her  mother  to 
attend  a  wedding,  and  while  there  she  showed  decided  mental  symptoms 
and  her  attending  physician,  Dr.  Ruffin,  furnished  us  with  the  following 
note  on  her  case :  "  She  was  in  a  condition  of  great  mental  depression ;  it 
was  difficult  to  get  her  to  respond  to  questions  and  then  only  in  mono- 
syllables, and  a  circumstance  which  impressed  me  at  the  time  and  seemed 
to  me  to  have  a  causative  relation  was  that  she  was  horribly  constipated. 
I  could  not  ascertain  from  her  the  length  of  time  she  had  gone  without 
operation,  but  the  result  of  high  enemata  was  simply  enormous.  I  do  not 
know  that  I  have  ever  seen  anything  of  the  kind  quite  as  marked.  Her 
tongue  was  coated  moderately,  whitish  in  color,  enlarged  and  indented, 
and  the  breath  was  of  disagreeable  odor.  The  pulse  was  of  low  tension, 
not  decidedly  accelerated,  and  the  extremities  somewhat  cool  to  the  touch. 
It  was  with  great  difficulty  that  she  could  be  induced  to  take  food.  She  re- 
mained in  this  condition  from  early  in  October,  1902,  until  the  middle  of 
March,  1903,  at  which  time  she  had  sufficiently  recovered  to  be  sent  to  her 
home.  During  this  attack  Dr.  Richardson  saw  her  with  me  and  we  con- 
sidered her  condition  to  be  a  melancholia.  We  could  assign  no  cause  for 
its  occurrence  other  than  auto-intoxication  from  obstinate  constipation, 
and  perhaps  homesickness."  She  lost  weight  during  this  attack  but  gained 
rapidly  after  her  return  home  and  weighed   176  pounds   in  June,   1903. 
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During  the  summer  she  showed  a  condition  of  mild  excitement,  riding  and 
driving  a  great  deal,  and  buying  somewhat  extravagantly.  This  grad- 
ually subsided  and  in  December,  1903,  she  had  a  second  attack  of  depres- 
sion, and  was  treated  at  her  home.  By  September,  1904,  she  was  able  to 
visit  the  St.  Louis  Exposition  with  her  family,  took  considerable  interest 
in  everything,  and  kept  up  with  the  others  in  all  of  their  sight  seeing. 

At  Easter,  1905,  the  patient  went  to  Charlottesville  on  a  two  months' 
visit  to  her  brother  who  was  at  the  University  of  Virginia.  While  here 
she  again  showed  a  mild  excitement,  but  not  of  sufficient  degree  to  cause 
her  family  any  anxiety.  She  later  decided  that  she  would  like  to  continue 
her  education  and  came  to  Washington  to  enter  a  school.  Two  days  later 
she  was  visited  by  her  mother  who  found  her  sick  and  somewhat  emotional. 
Dr.  Ruffin  was  sent  for  and  continues  the  above  note  as  follows :  "  I  next 
attended  her  in  October,  1905.  She  was  brought  here  with  my  approval  to 
be  placed  in  school  with  the  understanding  that  she  should  do  practically 
no  school  work.  It  was  hoped  that  the  absence  from  home  and  the  asso- 
ciation with  other  girls  might  be  beneficial.  She  was  herself  very  anxious 
to  be  admitted  to  the  school  and  looked  forward  to  her  associations  with 
keen  interest.  She  had  not  been  there,  however,  more  than  three  days 
before  it  was  found  she  was  rapidly  developing  another  attack,  seemingly 
similar  to  the  first."  The  patient  returned  to  her  home  where  she  re- 
mained until  brought  to  the  Sheppard  Hospital.  She  spent  the  greater 
part  of  the  time  in  her  room,  was  usually  depressed,  but  would  have  spells 
in  which  she  was  very  talkative,  and  showed  silly  laughter.  At  times  she 
did  not  wish  to  eat  and  gave  as  reasons  that  her  throat  was  sore,  that  she 
had  a  pain  in  her  head,  etc.,  but  was  easily  diverted  and  could  then  be  made 
to  eat  well.  On  several  occasions  she  was  found  to  be  soiled  in  the  morn- 
ing, but  beyond  this  showed  no  especial  untidiness,  and  later  showed  an 
improvement.  It  is  doubtful  if  insight  was  ever  present.  Hallucinations 
and  delusions  were  not  noted  and  were  probably  never  present.  Men- 
struation was  absent  from  October,  1905,  to  the  latter  part  of  March,  1906, 
and  on  its  return  the  patient  was  a  little  more  depressed  for  a  day  or  two. 

Her  mother  stated  that  after  each  attack  she  seemed  a  little  worse  than 
after  the  previous  one,  that  is,  she  was  more  talkative  and  lively  than  was 
usual,  and  it  was  her  belief  that  the  patient  had  not  been  mentally  well 
since  before  the  first  attack  in  1902.  Dr.  Ruffin  corroborated  this,  saying : 
"  Since  her  first  attack  her  mental  tone  has  never  been  what  it  was  before 
and  it  has  seemed  to  me  that  there  were  many  evidences  of  degenerative 
changes.  Dr.  Richardson  and  I  were  inclined  to  rather  a  gloomy  ultimate 
prognosis,  because  of  the  lack  of  a  distinctly  adequate  cause  in  the  first 
attack." 

On  admission  the  patient  showed  frequent  outbursts  of  silly  laughter, 
considerable  irrelevancy  in  replies,  dissociation,  and  an  almost  constant 
slow  psychical  reaction.  Later  she  showed  impulsivity.  Physical  exam- 
ination was  normal  with  the  exception  of  an  increased  dermatographic  and 
slight  increase  in  the  triceps  and  ulnar  reflexes.     She  usually  wore  a  silly 
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smile,  and  would  laugh  without  stimulus.  Once  she  spoke  quite 
coherently  of  a  fall  from  a  horse  which  she  had  recently  had  and  of 
which  no  history  had  been  obtained,  and  which  had  probably  occurred  at 
a  more  remote  time  or  was  less  serious  than  she  stated.  She  also  showed 
some  orientation  as  to  time.  The  following  stenographic  record  is  repre- 
sentative of  what  ordinarily  took  place :  Patient  made  no  movement  when 
physician  and  stenographer  entered  her  room. 

Dr.     Good  morning. 

Pt.  smiles.  Lips  are  moved  at  the  end  of  eighteen  seconds  but  no  sound 
is  heard. 

Dr.  (after  one  minute).     What  is  your  name? 

Pt.     I  don't  know. 

Dr.    How  old  are  you? 

Pt.  laughs  foolishly. 

Dr.  (after  20  seconds).     Where  are  you? 

Pt.     Are  you  talking  to  me? 

Dr.     What  is  the  name  of  this  place  ? 

Answer  inaudible. 

Dr.     Are  you  sick? 

Pt.  (whispering).     Yes,  I  am  sick. 

Dr.     Are  you  happy? 

Pt.  smiles. 

Dr.     Is  there  anything  you  want? 

Pt.  makes  a  few  movements. 

Dr.     Who  brought  you  here? 

Pt.    Mother  and  brother.     [Correct]. 

Dr.    When? 

No  response. 

Dr.    How  many  days  ago? 

No  response. 

Dr.     What  day  is  this? 

No  response. 

Dr.    Do  you  know  what  year  ? 

No  response. 

Shortly  after  this  the  patient  began  to  complain  of  pains  in  her  legs  and 
in  various  parts  of  her  body,  that  her  leg  was  broken,  that  she  had  been 
operated  upon  several  times,  that  two  of  her  ribs  were  out  of  place.  She 
pulled  at  her  hair  a  good  deal  even  pulling  some  out.  On  one  occasion  she 
was  found  striking  her  back  and  uttering  such  phrases  as  "Go  call  Dr. 
Dunton.  My  back  is  broken,"  "  Tell  Dr.  R.  he  loves  me  so."  She 
bandaged  the  leg  which  she  said  was  broken  with  a  towel  and  expressed 
other  somato-psychic  delusions.  Two  weeks  after  the  above  record  was 
made  she  began  to  talk  freely  and  an  attempt  was  made  to  get  a  speech 
record  but  she  talked  so  rapidly  that  it  is  incomplete. 

"  Oh  Lord !  I  can  almost  feel  it.  I  don't  know  how  to  read  short  hand. 
I  don't  want  to  read  what  she  is  writing.    Forget  it.  *  *  (Dr.)    When  did 
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you  find  out  that  you  had  this  tumor?  (Pt.)  It  was  when  I  was  home. 
For  the  Lord's  sake!  He  has  cut  me.  Why,  you  know  that  I  have  got 
two  sides  to  my  heart.  Forget  it,  I  had  this  side  cut.  This  tonsilitis 
operated  on.  Laudanum  on  this.  Well,  feel  it.  He  has  got  to  operate. 
There  is  a  tumor  on  this  left  side.  I  thought  I  said  the  right  side. 
Gracious  Lord!  It  is  there.  If  you  don't  stop  I  will  die.  The  last 
dentist  I  had  hurt  me.  I  fainted  so  often,  but  if  the  kid  comes  I  can't  help 
it.  For  the  Lord's  sake.  Ask  me  what  doctor,  I  can't  remember.  I  have 
been  sailing,  fishing,  no  I  haven't.  Gracious  Lord,  forget  it.  I  have  said 
that  often,  well,  look  here.  I  am  about  to  die.  I  connected  it  right  there 
because  the  doctor  told  me.  For  the  Lord's  sake.  Doctor  certainly  cut 
me,  and  you  want  to  know  where.  He  cut  me  between  the  ribs  and  it  bled 
so  much.  The  next  baby  comes  I  won't  believe  it.  Gracious  Lord,  I 
don't  know  whether  it  is  an  infant  or  the  devil,  Gracious  Lord,  This  bad 
blood  which  flows  through  me  is  the  devil.  This  tonsilitis  has  been 
bleeding  so  much,  and  it  hurts,  and  the  last  time  it  bled  I  got  the  devil,  Oh 
Lord  forget  it.  Oh  me."  A  letter  which  the  patient  wrote  about  a  week 
later  shows  the  same  dissociation  of  ideas.  She  was  somewhat  resistive  at 
times,  was  profane  and  impulsive  and  seemed  to  be  living  over  the 
physical  sufferings  which  she  had  experienced  in  the  past,  and  when  com- 
plaining of  these  pains  her  face  would  show  an  expression  of  great  agony. 

By  August  there  began  an  improvement  which  was  progressive  so  that 
by  the  end  of  October  she  talked  sensibly,  but  was  unable  to  remember 
many  of  the  occurrences  of  the  few  weeks  following  admission.  She  was 
discharged  as  much  improved,  November  6,  1906,  when  it  was  noted  that 
she  shows  some  insight,  speaks  of  having  been  sick,  and  probably  realizes 
that  she  is  not  herself  as  yet,  but  it  is  doubtful  if  she  truly  realizes  her  con- 
dition. Her  reaction  is  fairly  natural.  She  smiles  rather  foolishly,  but 
usually  answers  questions  fairly  sensibly  in  a  rather  high-pitched  tone  of 
voice,  making  but  little  movement  of  the  mouth  and  lips  when  speaking. 
Her  mother  and  father  considered  her  better  than  at  any  time  since  her 
first  illness. 

The  patient  called  at  the  hospital  July  i,  1907,  when  it  was  observed  that 
she  had  grown  stouter,  and  excepting  for  a  childish  reaction  seemed  to  be 
perfectly  well.    A  day  or  two  later  her  father  died  suddenly. 

She  was  last  seen  during  the  spring  of  1909  when  she  appeared  to  be  the 
same  and  with  the  exception  of  the  childish  reaction  showed  nothing 
abnormal.  Shortly  before  this  her  mother  had  called  to  discuss  the 
question  of  the  patient's  marriage,  as  a  young  man  was  quite  attentive  and 
the  mother  wished  to  know  what  her  daughter's  future  might  be.  At  this 
time  the  mother  seemed  less  inclined  to  consider  the  patient  as  different 
from  other  girls  of  her  age. 

Here  we  have  a  young  woman  of  17  developing  an  attack  of  depression 
in  October,  1902,  which  lasted  for  about  6  months  and  was  followed  by 
mild  excitement,  a  second  attack  of  depression  occurring  in  December, 
1903,  and  lasting  also  about  8  months,  an  attack  of  excitement  developing 
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in  the  spring  of  1905  and  lasting  about  6  months,  followed  by  a  remission 
of  nearly  4  years  to  date,  during  which  the  patient  has  been  better  men- 
tally than  at  any  time  since  the  first  attack.  The  diagnosis  of  this  case  is 
quite  clear  and  I  think  we  may  look  forward  to  the  patient  having  other 
attacks  with  deterioration  eventually  so  great  as  to  require  hospital  care. 
One  interesting  point  in  comparison  with  the  previous  cases  is  the  long 
remission  occurring  after  the  three  attacks  which  came  rather  close  to- 
gether and  the  deterioration  appearing  to  her  mother  to  be  less  at  present 
than  formerly.  This  last,  however,  would  appear  frequently  to  be  due 
to  the  observer  considering  the  patient's  apathy  to  be  an  improvement  over 
the  more  normal  reaction  when  irritability  is  shown. 

Case  IV  (No.  1448)  is  a  woman  who  was  admitted  to  the  Sheppard 
and  Enoch  Pratt  Hospital  October  5,  1906,  she  then  being  single,  aged 
25,  and  a  stenographer,  although  a  part  of  her  work  was  to  take  charge  of 
a  reading  room  several  evenings  each  week. 

Her  paternal  grandfather  died  in  1888,  aged  65,  of  gastric  and  bowel 
trouble.  He  had  been  addicted  to  the  use  of  alcohol  and  drugs,  and  at  32 
had  an  attack  of  depression  following  typhoid.  Maternal  grandfather  had 
died  of  tuberculosis  at  28.  With  these  exceptions  the  family  history  was 
exceptionally  good  and  included  a  number  of  persons  of  unusual  ability. 

At  puberty,  which  occurred  at  14,  the  patient  is  said  to  have  outgrown 
her  strength  but  no  other  especial  change  was  noted.  She  had  also  suf- 
fered with  nasal  catarrh  for  years  but  this  had  improved  under  treatment. 
She  was  said  to  have  shown  a  considerable  degree  of  curiosity,  and  to 
have  "always  been  childish  by  nature"  on  which  account  she  appeared 
younger  than  her  younger  sister,  but  her  parents  would  not  admit  that  she 
was  below  average  intelligence.  She  had  become  a  stenographer  in  the 
congressional  library,  and  had  also  been  in  charge  of  one  of  the  reading 
rooms  for  three  evenings  a  week. 

During  her  work  in  the  reading  room  in  May,  1906,  she  met  a  young 
man  with  whom  she  fell  in  love,  but  who  evidently  did  not  return  her 
affection,  and  this  outburst  of  affection  was  probably  an  early  symptom, 
as  she  had  previously  been  indifferent  to  men.  In  June  she  began  to 
complain  of  nausea,  then  of  occipital  pain,  and  then  of  insomnia.  The 
last  two  weeks  of  July  were  spent  in  the  mountains  and  she  slept  well,  but 
soon  after  returning  to  her  duties  she  was  somewhat  overworked  and  the 
occipital  pain  returned.  In  September  the  insomnia  became  worse,  she 
was  "perfectly  frantic  at  night,"  was  emotional  at  times,  and  had  lost 
weight.  She  expressed  suicidal  ideas  and  on  one  occasion  said  to  her 
mother,  "  Mother,  what  would  you  do  if  I  choked  you  at  night  ?"  She 
showed  self-control  in  the  presence  of  strangers,  which  was  not  present 
when  her  family  alone  were  present. 

Soon  after  admission  she  showed  restlessness,  and  on  physical  exam- 
ination nothing  abnormal  but  some  cyanosis  of  the  extremities,  exaggerated 
knee  jerks,  a  slight  tremor  of  the  hands  and  eyelids,  and  somewhat  pro- 
longed   dermatographia.    Her    memorv    was    quite    good,    her    attention 
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fair,  but  she  was  mildly  self  accusatory,  claiming  that  she  had  been  selfish, 
and  seemed  mildly  depressed,  and  showed  considerable  curiosity  concern- 
ing the  other  patients.    The  following  record  was  taken : 

(Dr.)  What  is  your  name?  (Pt.)  My  whole  name  is  H —  W —  G — . 
(Dr.)  How  old  are  you?  (Pt.)  25.  (Dr.)  Are  you  sick?  (Pt.) 
Well,  just  of  course  this  nervousness.  (Dr.)  Are  you  happy?  (Pt.) 
Not  so  happy  now,  no.  (Dr.)  Why  not?  (Pt.)  I  would  rather  be 
home,  I  think,  and  at  work.  (Dr.)  No  other  reason?  (Pt.)  Rather  be 
at  home  and  at  work.  (Dr.)  What  is  your  work?  (Pt.)  I  was  a 
stenographer  and  typewriter.  (Dr.)  Did  you  take  letters?  (Pt.)  Yes, 
I  took  letters  and  transcribed  the  notes.  (Dr.)  What  about?  (Pt.)  I 
was  in  the  library  and  it  was  about  magazines.  (Dr.)  You  did  not  have 
many  letters  to  write,  did  you?  (Pt.)  Many  letters?  No,  a  great  deal 
was  card  work,  I  wrote  letters  and  cards.  (Dr.)  How  many  hours  a 
day  were  you  at  work?  (Pt.)  From  9  until  4.30.  When  I  first  went  it 
was  from  9  until  4.  I  think  if  I  had  been  less  selfish  I  would  be  more 
happy  now.  (Dr.)  What  is  your  greatest  wish?  (Pt.)  At  the  present 
I  think  to  be  well  and  strong  again.  (Dr.)  Do  you  feel  weak?  (Pt.) 
No,  I  don't  feel  weak.  (Dr.)  Do  you  know  the  name  of  this  place? 
(Pt.)  Yes,  Enoch  and  Pratt  Hospital,  isn't  it?  (Dr.)  Do  you  know  my 
name?  (Pt.)  Dr.  Dunton.  (Dr.)  How  long  have  you  been  here ?  (Pt.) 
I  came  here  a  week  ago  Friday.  (Dr.)  Do  you  like  it  here?  (Pt.)  I 
am  sorry  to  say  I  don't.  (Dr.)  What  is  wrong?  (Pt.)  It  isn't  just 
what  I  expected  it  to  be.  I  thought  it  would  be  a  small  sanatorium. 
Everybody  is  very  kind,  though.  (Dr.)  Have  you  ever  had  visions? 
(Pt.)  No.  (Dr.)  Did  you  ever  hear  voices?  (Pt.)  No.  (Dr.)  How 
much  is  2X6?  (Pt.)  12.  (Dr.)  6  —  2?  (Pt.)  4.  (Dr.)  6  +  2? 
(Pt.)  8.  (Dr.)  6-7-2?  (Pt.)  3.  This  is  first  grade  work.  (Dr.) 
17  +  21?  (Pt.)  38  isn't  it?  (slow.)  Dr.  143  +  198  (Pt.)  I  couldn't 
do  it.  (Dr.)  95 -f-  17?  (Pt)  I  never  could  do  that  either  without  paper 
and  pencil.  (Dr.)  What  is  the  capital  of  Maryland?  (Pt.)  Annapolis. 
(Dr.)  What  is  the  capital  of  Pennsylvania?  (Pt.)  Harrisburg.  (Dr.) 
Do  you  know  the  largest  river  in  the  United  States?  (Pt.)  It's  been 
some  time  since  I  studied,  it  empties  into — it's  the  Mississippi. 

As  occupation  she  was  given  some  newspaper  clippings  to  sort  and 
classify  in  envelopes,  but  did  it  very  badly.  A  slow  psychic  reaction  and 
apathy  were  soon  noticed,  and  some  dissociation.  She  was  taken  home 
on  a  visit  December  15th,  and  returned  on  the  29th  with  the  report  that 
she  had  become  excited  on  the  18th,  being  profane  and  extravagant  in 
speech,  and  had  paroxysms  in  which  she  would  tear  her  clothing,  try  to 
throw  herself  over  the  banister  or  out  of  the  window,  and  did  not  sleep 
well.  The  next  day,  she  was  taken  to  a  sanitarium  at  Forest  Glen  and  the 
day  before  her  return  had  tried  to  throw  herself  before  a  railway  train. 
The  same  symptoms  which  have  been  noted  were  present  until  about  the 
middle  of  March,  1907,  when  she  became  increasingly  noisy  at  night  so 
that  it  was  necessary  to  remove  her  to  the  disturbed  ward,  where  she  was 
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noisy,  violent,  and  profane,  the  following  well  indicating  her  general  con- 
tent of  speech: 

"  Won't  I  die  ?  G —  d —  my  grandmother  !  G —  d —  my  mother !  G — 
d —  my  father  !  Why  did  they  let  me  go  to  work  when  I  was  sick  ?  When 
I  went  to  school,  if  I  felt  badly,  my  father  would  say,  '  Don't  go  to  school, 
for  health  is  of  more  value  than  education,'  but  since  I  could  work  and 
make  a  penny,  why  it's  Helen,  go  to  work.  You'll  lose  your  position. 
A  penny  is  worth  more  than  your  health.'  Why  did  my  mother  marry 
a  crazy  man  and  have  a  lot  of  d —  brats?"  She  masturbated  a  good  deal 
and  expressed  regret  that  she  had  not  gone  to  a  "  fast  house  "  rather  than 
come  to  the  hospital.  During  June  she  became  quieter,  and  an  unfavor- 
able prognosis  having  been  given,  she  was  removed  to  a  private  hospital 
near  Baltimore.  While  here  she  improved  very  much  and  was  brought  to 
the  hospital  by  her  mother,  November  23,  1907,  in  order  that  we  might  see 
that  she  was  almost  well.  And  such  was  the  impression  made  upon  us. 
The  patient  was  disinclined  to  talk  of  herself  or  her  illness,  but  talked 
upon  other  topics  willingly  and  intelligently.  At  times  she  seemed  to  show 
a  slight  apathy,  losing  her  animation.  Her  improvement  had  been  coinci- 
dent with  the  return  of  her  menstruation  and  dated  back  three  months. 

The  patient  remained  at  home  until  December  18,  when  after  a  course 
of  medical  treatment  of  eyes,  nose  and  uterus,  she  suddenly  became  dis- 
turbed one  night,  but  was  kept  at  home  until  January  18,  190$,  when  she 
was  returned  to  the  private  hospital,  remaining  there  until  February  28, 
when  she  was  transferred  to  a  private  hospital  in  New  York,  from  which 
she  was  later  removed  to  the  Government  Hospital  for  Insane.  Dr.  White 
has  kindly  furnished  me  with  the  following  note  concerning  her : 

During  the  first  two  months  of  Miss  G's  stay  here  she  was  very  difficult 
to  manage.  She  was  restless,  and  frequently  had  paroxysms  of  violence 
varying  in  length  from  two  to  fifteen  minutes.  During  these  outbreaks  she 
would  cry,  shriek,  throw  herself  about  her  room  and  the  ward,  beat  her 
head  against  the  wall,  break  dishes  and  furniture,  pull  her  hair,  etc. 
Her  hair  was  always  disarranged,  she  was  very  untidy  in  appearance  and 
kept  her  room  very  disorderly.  She  at  all  times  objected  to  taking  a  bath 
and  protested  most  emphatically  against  treatment  in  the  hydrotherapeutic 
department. 

She  was  voluble,  and  while  her  conversation  showed  flight  and  dis- 
tractibility,  yet  she  showed  a  tendency  to  repetition,  and  each  day  followed 
the  same  trend  of  conversation  which  constituted  fault-finding,  criticism 
of  her  treatment  here  and  in  other  hospitals,  thought  she  was  not  properly- 
brought  up,  that  her  relatives  were  insane,  etc.  She  was  at  all  times 
boisterous  and  used  profane  language.  She  was  well  oriented  and  showed 
no  memory  defect;  had  no  hallucinations.  After  the  first  two  months  she 
gradually  became  quieter  and  more  easily  managed,  but  showed  a  childish- 
ness of  manner  and  lack  of  self-control. 

On  November  19,  1908,  she  was  brought  before  the  medical  conference 
for  a  trial  visit,  as  her  parents  desired  to  take  her  to  the  country  for  one 
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month,  under  the  care  of  a  special  nurse.  The  consensus  of  opinion  was 
that  the  case  was  atypical  manic-depressive  psychosis,  with  anomalous 
features  which  were  suggestive  of  dementia  prsecox.  She  left  the  hospital 
on  November  21  and  remained  in  the  country  for  two  months,  during 
which  period  her  parents  reported  that  the  patient  was  gradually  improv- 
ing. At  the  expiration  of  this  time  she  returned  to  her  home  in  the  city, 
and  soon  thereafter  she  called  at  the  hospital.  She  showed  a  marked  im- 
provement and  at  the  request  of  her  parents  her  visits  was  extended  for 
another  two  months.  During  these  two  months,  and  up  to  the  time  of  her 
discharge,  she  came  to  the  institution  two  or  three  times  a  week  for  treat- 
ment in  the  hydrotherapeutic  department.  We  still  kept  her  under  obser- 
vation until  June  28th,  when  she  was  brought  before  the  medical  con- 
ference for  discharge.  There  was  no  change  in  the  individual  opinions  of 
the  members  of  the  staff  as  to  the  diagnosis  in  this  case,  but  it  was  con- 
ceded that  she  is  of  constitutional  inferiority  of  a  manic  character. 

She  was  discharged  on  June  29,  1909  as  recovered.  Since  her  discharge 
she  has  been  at  her  home  in  the  city,  has  occasionally  called  at  the  hospital 
and  the  physicians  who  had  her  under  their  care  while  here  have  occasion- 
ally seen  her  at  other  times.  Her  condition  has  remained  stationary.  She 
entertains,  attends  social  functions,  and  is  considered  by  her  relatives  to 
be  in  her  normal  mental  state. 

She  has  not  returned  to  her  former  employment  although  we  understand 
she  is  anxious  to  do  so. 

Case  V  (No.  1981)  is  a  woman,  single,  aged  35,  who  was  admitted  to 
the  Sheppard  and  Enoch  Pratt  Hospital  October  4,  1909. 

Patient's  father  was  somewhat  alcoholic  and  when  over  sixty  had  some 
sort  of  mental  attack  for  which  he  was  treated  at  Staunton,  and  recovered. 
He  died  at  ^y  of  apoplexy.     Two  sisters  are  somewhat  nervous. 

When  a  baby  the  patient  had  a  severe  illness  which  is  supposed  to  be 
the  cause  of  her  present  attack,  but  of  which  no  particulars  could  be 
learned  from  her  brother  and  sisters  who  accompanied  her  to  the  hospital. 

Puberty  occurred  at  14  and  was  regular  until  her  first  mental  attack  at 
18,  when  3  or  4  periods  were  omitted,  following  which  it  was  regular  until 
31. 

The  patient  had  an  attack  of  depression  at  18  lasting  about  6  months, 
but  apparently  recovered  and  took  up  teaching  which  she  continued  until 
30,  conducting  a  private  kindergarten  between  25  and  30.  The  second 
attack  occurred  September,  1906,  and  lasted  6  months  or  more.  She  was 
treated  at  a  private  hospital  but  did  not  become  normal  until  some  time 
after  discharge.  This  attack  was  characterized  by  agitation  and  is 
alleged  to  have  been  due  to  drinking  sulphur  water.  Her  next  attack 
occurred  during  the  fall  of  1908.  The  fourth  attack  began  about  September 
15,  1909,  and  like  the  preceding  one  the  onset  followed  an  omitted  men- 
strual period.  There  was  no  period  during  August,  1909,  the  period 
occurred  September  21st,  and  on  the  22d  mental  symptoms  were  noted. 
The  onset  of  the  attacks  has  usually  been  in  the  fall  and  recovery  has 
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usually  taken  place  in  February  or  March.  Both  onset  and  recovery  are 
usually  ^abrupt.  Her  sister  was  quite  positive  that  there  was  nothing 
wrong  with  the  patient  between  attacks  but  this  seems  doubtful.  Man- 
nerisms, silliness,  and  impulsivity  were  marked,  and  the  diagnosis  of 
dementia  praecox  was  positive.  She  was  discharged  somewhat  improved 
April  16,  1910.  At  one  time  her  case  had  been  diagnosed  as  one  of 
advanced  hysteria. 

Case  VI  (No.  1013)  is  a  man  who  was  admitted  to  the  Sheppard  and 
Enoch  Pratt  Hospital  February  7,  1903,  at  which  time  he  was  aged  23, 
married,  and  a  laundryman. 

The  family  history  was  negative  and  there  was  little  to  note  in  his 
previous  history.  He  was  steady  and  successful  at  his  work,  but  was 
somewhat  impulsive.  A  year  before  admission  he  complained  of  a  queer 
sensation  in  his  head  and  did  not  sleep  well,  but  this  was  of  short  dura- 
tion.    He  smoked  and  chewed  tobacco  very  freely. 

The  patient  was  married  October  29,  1902,  and  is  said  to  have  been 
somewhat  excited  previously  but  not  sufficiently  to  cause  any  alarm  to  his 
family.  In  the  evening  following  his  marriage  he  went  to  a  saloon  with 
some  friends,  and  afterwards  stated  that  he  thought  he  must  have  been 
given  some  knockout  drops  for  in  the  morning  at  3  o'clock  he  grasped  his 
wife  by  the  throat  and  was  determined  that  she  and  her  family  should  get 
up  and  pray.  He  continued  to  be  excited  and  was  taken  to  his  parents' 
home. 

He  was  restless  and  excited  at  times,  and  did  not  sleep  well.  Again  he 
would  be  mute,  resistive,  assumed  attitudes,  and  showed  flexibilitas  cerea. 
He  repeated  phrases,  especially  those  of  a  religious  character,  and  was 
rambling  in  his  talk.  He  showed  apprehension,  loss  of  memory,  and  con- 
fusion. 

On  admission,  while  there  were  no  striking  physical  symptoms  he  was 
not  of  robust  physique.  He  showed  a  poor  memory,  imperfect  orientation, 
poor  judgment,  weak  attention  and  dissociation. 

The  patient  improved  to  such  an  extent  that  his  friends  were  urged  to 
give  him  a  trial  at  home,  and  he  was  discharged  July  2,  1903.  He  was 
next  seen  November  9,  1909,  when  he  was  brought  to  the  Johns  Hopkins 
Dispensary,  at  which  time  he  showed  confusion,  somato  psychic  delusions, 
poor  attention,  slow  psycho-motor  reaction,  and  quite  marked  apathy.  He 
stated  that  following  his  discharge  from  the  hospital  he  had  worked  as  a 
stevedore  for  7  months,  during  which  he  had  lost  35  pounds.  He  had  then 
secured  employment  as  a  shirt  ironer  in  a  shirt  factory,  and  had  added  to 
his  wages  by  selling  shirts  in  the  evening,  probably  over-working  and 
keeping  late  hours.  He  had  three  children,  who  with  his  wife  are 
Romanists,  and  he  had  recently  worried  somewhat  as  to  whether  he 
should  not  join  the  same  faith.  He  was  kept  under  observation  for  2 
weeks,  when  it  being  no  longer  possible  to  care  for  him  at  home  he  was 
sent  to  a  state  hospital. 
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The  diagnosis  of  dementia  prsecox  was  made  when  the  patient  first  came 
under  observation,  and  the  interesting  point  in  this  case  is  the  remission 
of  six  and  a  half  years  during  which  the  patient  overworked  and  gave  no 
evidence  of  his  mental  trouble.  It  is  such  cases  which  undoubtedly  give 
rise  to  the  belief  that  dementia  prsecox  is  susceptible  of  cure,  and  from  a 
practical  standpoint  such  seems  to  be  the  case,  but  I  believe  that  there  is 
always  a  defect  remaining  and  that  ultimately  the  terminal  stage  of  marked 
dementia  will  occur. 

The  next  two  cases  are  somewhat  unusual  and  each  one  has 
been  the  source  of  considerable  debate  and  of  some  disagreement 
as  to  diagnosis. 

Case  VII  (No.  1822)  is  a  man,  single,  aged  26  when  first  admitted  to 
the  Sheppard  and  Enoch  Pratt  Hospital.  He  had  been  foreman  of  several 
fertilizer  plants. 

The  family  history  was  apparently  clear  with  the  exception  of  insanity 
in  three  second  cousins,  sisters,  one  of  whom  is  a  case  of  dementia  praecox, 
now  in  a  remission  of  nearly  2  years,  whose  father  has  had  two  attacks  of 
depression  during  his  life. 

The  patient  did  not  do  well  in  his  studies  and  at  18  years  of  age  went 
to  Baltimore  to  learn  the  fertilizer  business,  remaining  in  this  position  for  4 
years  or  until  October,  1895,  when  he  had  an  attack  of  which  the  exact 
details  could  not  be  learned.  He  was  under  treatment  in  a  general  hospital 
until  January,  1896,  and  seems  to  have  had  some  sort  of  fever  with  a 
prolonged  delirious  attack.  Following  this  he  was  idle  until  the  summer  of 
1896,  when  he  resumed  his  work,  but  has  never  remained  longer  than  two 
years  in  one  position  and  cannot  be  said  to  have  been  more  than  moderately 
successful. 

In  1899,  he  had  the  first  epileptiform  attack.  It  is  said  these  are  not 
convulsions,  that  but  8  or  9  have  recurred  at  irregular  intervals  since  the 
first,  and  in  them  he  has  been  unconscious  for  20  to  30  minutes. 

Sexually,  the  patient  has  indulged  to  excess  and  has  also  masturbated 
since  he  was  14  years  old.  There  has  been  no  especial  excesses  in  alcohol 
or  tobacco.     He  has  had  gonorrhoea  once  and  denies  lues. 

In  1905  he  was  disappointed  in  love.  The  same  year  he  again  went  to 
Baltimore  to  accept  a  position  which  he  kept  for  but  10  days,  summoning 
his  father  to  meet  him  in  Washington  but  gave  no  special  reason  for  such 
a  meeting.  It  was  not  until  the  fall  of  1907,  however,  that  his  father  had 
any  suspicion  that  the  patient  might  be  suffering  from  any  mental  trouble, 
when  the  patient  showed  him  plans  for  a  fertilizer  factory  which  were 
drawn  directly  contrary  to  those  generally  approved. 

In  January,  1908,  while  at  home  attending  his  sister's  wedding,  he  showed 
his  father  some  poetry  which  he  had  written  while  on  the  train  to  adver- 
tise the  fertilizer  business.  He  also  made  a  draft  on  his  firm  for  $50, 
which  his  father  had  to  honor,  and  soon  became  extravagant  in  his  habits, 
whereas   he  had   formerly  been  economical.     He  also  began  to   develop 
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ideas  of  persecution  and  evidently  did  not  realize  that  his  numerous 
resignations  and  changes  of  location  had  hurt  his  rating. 

In  October,  1908,  he  had  a  series  of  three  dreams  in  which  the  secret 
of  making  men  in  a  chemical  way  was  revealed  to  him,  and  he  heard  the 
voice  of  God  telling  him  that  he  would  be  the  Messiah  if  he  forgave  his 
enemies.  "  A  great  light  had  approached  him  and  whereas  he  had  felt 
weak  and  shrivelled  up  in  all  of  his  parts,  he  experienced  a  sudden  excess 
of  strength  and  lightness."  His  physician  suggested  that  he  carry  out  that 
part  of  Christ's  mission  which  consisted  of  doing  manual  work  before  he 
entered  on  his  public  work,  and  he  dug  and  sawed  wood  all  day,  following 
which  he  was  quieter  but  spoke  of  his  associates  having  monkey  faces, 
apparently  believing  this  showed  their  baseness. 

After  admission  he  showed  none  of  these  delirious  symptoms  but  de- 
scribed them  and  gave  free  utterance  to  his  persecutory  ideas.  There 
appeared  to  be  mental  reduction,  apathy,  and  in  view  of  the  foregoing 
history  the  general  opinion  was  that  his  was  a  case  of  dementia  praecox. 
One  of  us  dissenting  from  the  general  view  was  inclined  to  call  the  case 
delire  onirique,  but  personally  I  am  of  the  opinion  that  all  of  the  case 
reports  which  I  have  read  of  this  form  of  mental  trouble  really  are  but  of 
an  incident  in  the  course  of  dementia  prsecox,  an  opinion  which  I  gained 
from  Christian  *  many  years  ago. 

The  patient  was  discharged  as  improved  December  18,  1908,  and  went  to 
work  as  a  shipping  clerk  3  weeks  later.  He  was  laid  off  May  i,  and  was 
idle  until  July,  when  through  his  father's  influence,  he  secured  employ- 
ment with  the  same  company  as  a  timekeeper  and  also  kept  record  of  the 
material  used  in  the  repair  factory.  During  the  period  of  idleness  he 
worried  a  good  deal  over  his  inability  to  secure  employment  and  at  times 
appeared  very  much  depressed.  About  the  middle  of  November  he  began 
work  on  an  itemized  report  of  the  cost  of  construction  of  a  new  fertilizer 
plant,  doing  this  in  the  evening,  and  for  about  2  months  worked  16  hours 
a  day.  He  lost  weight  and  mid-January,  1910,  showed  mental  symptoms, 
there  being  a  return  of  his  persecutory  ideas.  He  also  wrote  vulgar 
poetry  which  he  read  to  boys  in  public  places,  spent  and  borrowed  money 
freely. 

He  returned  to  the  hospital  March.  11,  1910,  as  a  voluntary  patient, 
showed  hypomaniacal  symptoms  and  it  becoming  necessary  to  commit  him, 
it  was  deemed  best  to  transfer  him  to  another  hospital,  which  was  done 
April  7,  1910. 

The  majority  of  us  still  considered  the  patient  a  case  of  dementia 
praecox,  but  the  physician  who  had  made  the  former  diagnosis  of  delire 
ouirique  now  considered  him  to  be  a  psychopathic  inferior  plus  possibly 
cyclothymia.  That  he  was  an  inferior  seems  to  me  quite  true,  but  I  be- 
lieve the  two  attacks  in  which  we  have  seen  him  are  but  stages  in  dementia 
praecox. 

*De  la  demence  precoce  des  jeunes  gens.  Annales  Medico- Psycho- 
logiques,  Jan. -Feb.,  et  seq.,  1899. 
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Case  VIII  (No.  1945)  is  a  woman  who  when  first  admitted  to  the 
Sheppard  and  Enoch  Pratt  Hospital,  April  i,  1904,  was  aged  43,  married, 
with  no  occupation.  Her  case  is  such  an  interesting  one  that  it  is  my 
intention  to  discuss  it  more  fully  in  a  separate  report  and  shall  therefore 
merely  give  a  brief  abstract  here. 

The  patient's  father  died  at  43  of  dropsy,  and  her  mother  about  53  of 
brain  tumor  without  mental  symptoms. 

The  patient  was  born  in  1861,  and  as  a  child  was  healthy  and  bright. 
She  had  scarlet  fever  at  11  and  a  severe  attack  of  measles  at  12  years. 
At  20  years  she  had  an  attack  described  as  brain  fever,  during  which  she 
was  out  of  her  mind  for  6  months.  The  patient  did  not  menstruate  until 
19  and  the  brain  fever  was  supposed  to  have  been  caused  by  her  taking 
cold  during  a  menstrual  period.  She  was  married  at  23  and  has  had  6 
children,  all  of  whom  are  healthy.  The  patient  had  nursed  her  mother 
during  her  last  illness  and  in  January,  1903,  showed  irritability,  nervous- 
ness, excitement,  restlessness,  talkativeness,  obtrusiveness,  and  some  con- 
fusion. These  became  worse  so  that  it  was  necessary  to  take  her  to  a 
private  sanitarium  April  26th,  where  she  remained  until  March  24,  1904, 
when  she  was  taken  home,  but  after  a  week  it  was  necessary  to  bring  her 
to  the  Sheppard.  It  was  noted  that  the  patient  showed  disorientation, 
irrelevancy,  memory  defect,  irritability,  negativism,  suggestibility,  and 
flexibilitas  cerea.  From  January  to  June,  1905,  she  was  excited,  noisy, 
restless,  and  destructive.  June  23-25  she  had  a  scanty  menstrual  flow,  this 
being  the  first  since  February  of  the  same  year.  The  patient  gradually 
improved  after  this,  but  was  silly  in  speech  and  behavior,  her  handicraft 
was  poorly  done,  and  it  was  noted  that  she  showed  some  dementia.  It 
being  thought  that  the  patient  might  be  able  to  enjoy  home  life  for  some 
months  at  least,  she  was  removed  September  21,  1905. 

She  was  readmitted  November  21,  1906,  having  been  in  a  fairly  com- 
fortable condition  until  three  months  before,  since  which  time  her 
symptoms  had  gradually  increased  and  on  admission  she  was  excited,  rest- 
less, talkative,  irritable  and  somewhat  confused.  She  also  had  a  few  mild 
delusions  of  grandeur  and  of  persecution. 

The  diagnosis  made  during  her  first  admission  was  of  catatonic  dementia 
praecox,  and  her  present  attack  was  considered  by  the  majority  of  us  as 
catatonic  excitement.  One  of  us,  however,  who  had  not  seen  her  before 
considered  her  present  attack  as  maniacal  excitement.  About  February, 
1907,  the  patient  began  to  quiet  and  was  discharged  March  30. 

She  was  again  admitted  December  29,  1907,  her  symptoms  dating  back 
about  a  month  and  being  similar  to  those  noted  at  her  last  admission. 
The  excitement  increased  and  was  not  affected  by  packs  or  bromide. 
About  the  first  of  March,  1908,  she  became  fairly  quiet,  but  was  shghtly 
confused,  silly,  and  showed  a  tendency  to  assume  stereotyped  attitudes. 
In  June  this  was  more  marked  but  gradually  subsided  and  she  was  dis- 
charged October  5,  1908. 

Her  fourth  admission  was  on  July  6,  1909,  her  early  symptoms  being 
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restlessness,  extravagance,  and  the  delusion  that  her  husband  was  sick  and 
needed  hospital  care.  At  this  time  she  seemed  to  me  to  show  a  typical 
maniacal  reaction,  including  speech  compulsion,  marked  flight  of  ideas,  and 
diminished  reaction  time,  but  later  the  flight  of  ideas  was  not  so  marked, 
although  speech  compulsion  continued.  By  the  end  of  September,  1909, 
she  had  quieted  to  a  considerable  degree  and  was  discharged  Novem- 
ber 13. 

The  patient  was  seen  December  13,  1909,  she  having  been  sent  for  that 
an  association  test  might  be  made  when  she  was  well  enough  to  be  at 
home.  This  was  very  poorly  performed  and  the  reaction  time  was  in- 
creased beyond  normal.  It  was  felt  that  deterioration  was  certainly 
present,  and  I  was  more  positive  than  ever  before  that  the  case  is  an 
intermittent  form  of  dementia  prsecox. 

SUMMARY. 

The  cases  of  which  abstracts  have  been  given  may  be  briefly 
summed  up  as  to  their  course  as  follows : 

Case  I.  At  18  years  an  attack  of  excitement  lasting  9  months,  followed 
by  a  remission  of  nearly  20  months,  when  there  was  another  attack  of 
excitement  lasting  14  months,  then  a  remission  of  6  years,  after  which  the 
final  attack  which  has  endured  9  years. 

Case  II.  At  22  years  an  attack  of  excitement  lasting  about  6  months, 
followed  by  a  remission  of  5  years;  another  attack  of  excitement  of  4 
months,  then  a  remission  of  3  months;  another  attack  of  excitement  of  4 
months,  a  remission  of  3  months ;  an  attack  of  excitement  of  8  months ;  a 
remission  of  6  weeks,  and  then  the  final  condition  which  required  con- 
tinuous hospital  care  until  her  death  2  years  and  i  month  later. 

Case  III.  An  attack  of  stupor  or  depression  at  17  years  lasting  6 
months,  a  remission  of  8  months ;  a  second  attack  of  depression  lasting  9 
months,  a  remission  of  9  months;  then  a  brief  attack  of  excitement,  and 
brief  remission  each  lasting  3  or  4  months;  another  attack  of  depression 
and  excitement  which  endured  13  months  and  which  has  been  followed  by 
a  remission  of  nearly  4  years. 

Case  IV.  A  mixed  attack  at  25  years  lasting  about  i  year,  followed  by 
a  remission  of  i  month,  after  which  an  attack  of  excitement  lasting 
about  I  year;  then  a  remission  lasting  up  to  the  present  time,  about  a 
year  and  a  half. 

Case  V.  An  attack  of  depression  at  18  years  lasting  about  6  months, 
followed  by  a  remission  of  13  years;  then  an  attack  of  excitement  lasting 
about  6  months,  a  remission  of  2  years  and  6  months,  and  a  final  attack 
of  excitement  from  which  the  patient  is  now  convalescing. 

Case  VI.  At  23  years  an  attack  of  excitement  lasting  about  6  months 
and  followed  by  a  remission  of  about  six  and  a  half  years,  after  which 
there  ensued  a  depressed  or  confused  stage  which  is  now  in  progress,  but 
which  I  believe  is  the  beginning  of  the  terminal  stage. 
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Case  VII.  At  22  a  delirious  attack  lasting  probably  3  months.  A  re- 
mission of  14  years,  when  at  z'^  there  was  an  attack  of  mild  excitement  with 
delirious  symptoms.  About  a  year  after  the  patient  had  a  return  of  the 
same  symptoms  and  is  still  in  this  attack. 

Case  VIII.  An  attack  of  brain  fever  at  20  lasting  6  months.  At  43  an 
attack  of  excitement  during  the  latter  part  of  which  catatonic  symptoms 
were  present.  This  attack  lasted  2  years  and  9  months,  and  was  followed 
by  a  remission  of  14  months.  The  next  attack  was  also  of  excitement  and 
lasted  about  7  months.  Then  occurred  a  remission  of  8  months,  followed 
by  an  attack  of  excitement  lasting  11  months,  during  which  catatonic 
symptoms  were  present.  After  a  remission  of  9  months  there  was  an 
attack  of  excitement  of  4  months.  At  the  present  time,  May  i,  1910,  the 
remission  has  lasted  6  months. 

While  a  number  of  other  cases  might  be  given,  probably  the 
above  will  sufficiently  illustrate  what  is  meant  by  the  intermittent 
form  of  dementia  prsecox.  We  see  that  while  these  cases  differ 
in  many  details  they  all  follow  a  certain  course  which,  I  believe 
serves  to  differentiate  them  into  this  subgroup.  That  is,  after  an 
initial  attack  which  is  more  or  less  typical  of  dementia  prsecox, 
there  is  a  remission  in  which  the  patient  may  seem  to  have  nearly 
reached  his  normal.  This  is  followed  by  other  attacks  of  aliena- 
tion and  remissions  of  variable  duration  after  which  the  terminal 
stage  of  dementia  ensues.  In  many  of  these  cases  the  diagnosis  is 
very  difficult  at  certain  times,  as  they  so  nearly  resemble  cases  of 
maniacal-depressive  insanity  in  their  excitement  or  depression, 
and  even  in  the  remissions  the  presence  of  abnormal  symptoms 
may  only  be  detected  by  the  application  of  psychological  tests  for 
association,  memory,  attention,  computation,  etc.,  as  ordinary, 
every-day  contact  shows  nothing  abnormal.  It  is  on  this  account 
that  we  find  different  observers  of  the  same  case  disagreeing  on 
the  diagnosis,  as  in  Cases  VII  and  VIII,  or  making  a  combination 
diagnosis,  as  "  atypical  manic-depressive  psychosis,  with  anoma- 
lous features  suggestive  of  dementia  prsecox,"  as  in  Case  IV,  or 
"  dementia  praecox,  having  exhibited  itself  especially  in  paranoid 
and  hebephrenic  symptoms,  but  influenced  largely  by  a  periodic 
manic-depressive  activity  "  as  in  another  case  not  here  presented. 

This  difficulty  of  diagnosis  can  be  easily  understood  by  one  who 
has  studied  cases  of  this  form  and  seems  to  me  to  point  to  a  closer 
relationship  between  the  maniacal-depressive  psychosis  and  demen- 
tia praecox  than  most  of  the  followers  of  Kraepelin  have  been 

17 
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willing  .to  hitherto  admit,  and  to  which  attention  was  directed  in 
my  previous  paper  on  the  cyclic  forms. 

It  can  be  easily  understood  in  many  of  these  cases  that  the 
importance  of  their  recognition  from  a  prognostic  standpoint  is 
great,  and  by  lessening  the  intellectual  strain  of  an  occupation  or 
by  changing  to  one  mentally  less  arduous,  the  remission  may  be 
prolonged,  and  the  dementia  arrested,  as  has  been  pointed  out  by 
Dr.  Jelliffe.' 

I  regret  that  I  do  not  feel  qualified  at  present  to  speak  positively 
concerning  the  symptoms  which  are  of  diagnostic  and  prognostic 
importance  excepting  to  say  that  they  are  those  of  early,  or  pre- 
dementia  praecox,  and  as  a  prophylactic  measure  if  we  find  symp- 
toms which  are  suggestive  of  dementia  praecox  the  life  of  the 
patient  should  be  so  arranged  as  to  reduce  mental  strain  to  a 
minimum. 

In  contrast  with  the  cyclic  form  the  intermittent  form  does  not 
show  such  regularity  of  course  and  of  symptoms  as  does  the  for- 
mer, or  in  other  words  there  is  no  fairly  well-marked  cycle.  The 
intermittent  form  shows  a  great  irregularity  both  in  course  and 
symptoms  and  it  is  impossible  to  say  how  long  either  remissions 
or  attacks  will  last  as  is  possible  with  the  cyclic  form. 

I  know  of  but  one  writer  who  recognizes  the  intermittent  form 
as  a  definite  subgroup  of  dementia  praecox,  and  this  is  Dr.  Wieg- 
Wickenthal,  of  Halle,  who,  in  his  pamphlet  **  Zur  Klinik  der  De- 
mentia Praecox," "  makes  the  unusual  grouping  into : 

1.  Hebephrenia  and  catatonias. 

2.  Cases  with  hysteriform-neurasthenic  onset. 

3.  Cases  with  a  depressive-paranoid  cause. 

4.  Cases  beginning  with  marked  confusion. 

5.  Cases  with  intermittent  course. 

6.  True  paranoid  cases — "  dementia  paranoides." 
Of  the  intermittent  form  he  says : 

"  I  come  now  to  a  broader  group  of  the  dementia  praecox  psychoses 
which  are  characterized  by  their  intermittent  course.     In  these  cases  re- 
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Jelliffe,  Smith  Ely.     The  Signs  of  Pre-dementia  Praecox:    Their  Sig- 
nificance   and    Pedagogic    Prophylaxis.    American    Journal    of    Medical 
Sciences,  CXXXIV,  p.  107. 
*  Halle,  1908,  Carl  Marhold. 
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missions  or  exacerbations  or  the  same  mental  disturbance  alternate.  The 
course  of  these  psychoses  is  characterized  by  repeated  attacks.  These 
attacks  sometimes  resemble  each  other  more  or  less,  or  different  forms  of 
psychic  disturbance  succeed  each  other  at  each  psychic  phase  of  the  illness. 
The  most  important  types  of  these  attacks  are  the  circular  (manic-de- 
pressive) for  these  may  assume  the  form  of  a  periodic  pseudo-mania,  and 
finally  the  periodic  or  repeated  catatonic  state  of  disturbance  and  confusion. 
In  many  cases,  as  has  been  said,  the  single  attacks  of  psychic  disturbance 
differ  entirely  from  each  other.  The  psychosis  begins  for  example,  with  a 
condition  of  confusion  which  passes  off  after  a  time  and  is  succeeded  by  an 
apparent  recovery,  but  very  often  after  an  initial  attack  of  this  sort  there 
remains  a  change  in  the  disposition  or  character  of  the  patient.  After 
several  months  the  scene  is  again  opened  by  a  stupor,  which  may  be  later 
followed  by  a  hebephrenic  condition  which  leads  very  often  to  the  first 
definite  weakmindedness.  A  whole  series  of  such  combinations  may  be 
met  with  in  practice." 

It  will  be  noted  that  the  above  description  is  applicable  to  the 
cases  of  which  abstracts  have  been  given. 

It  is  also  of  interest  to  note  what  G.  Deny  and  P.  Roy,  in  their 
little  book  on  "  Dementia  Praecox,"  say  regarding"  remissions : 

"  If  cures  are  rare  and  perhaps  doubtful,  on  the  other  hand,  remissions 
are  frequent  and  sometimes  sufficiently  marked  to  allow  the  patient  to  re- 
sume their  previous  occupations  and  gives  to  their  friends  illusion  of  a 
cure.  Actually  only  the  acute  phenomena  (delusions,  catatonic  symptoms, 
crisis  of  excitement,  etc.),  are  susceptible  of  improvement,  the  psychic 
defect  remaining  unchanged.  There  is  nearly  always  present  in  the  course 
of  these  remissions  certain  signs  of  chronicity,  irritability,  mannerisms, 
tics,  and  affected  and  bizarre  conduct."^ 

Believing  as  I  do  that  Kraepelin's  description  of  dementia 
praecox  applies  to  a  large  group  of  cases  and  that  our  knowledge 
of  mental  diseases  will  be  increased  by  a  separation  of  cases  into 
a  number  of  groups  and  a  more  minute  study  of  them,  I  am  not 
in  sympathy  with  those  who  advocate  the  restriction  of  the  term 
to  the  hebephrenic  form  nor  with  those  who  apply  the  term  to  a 
large  group  without  further  differentiation.  It  seems  to  me  that 
the  cyclic  form  previously  described  is  a  subgroup  of  this  intermit- 
tent form  and  that  they  seem  to  point  to  a  middle  ground  between 
the  maniacal-depressive  and  dementia-prsecox  groups.     It  is  on 

'La  Demence  Precoce;  G.  Deny  et  P.  Roy,  Paris,  1903,  Librairie  J.  B. 
Balliere  et  Fils. 
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this  account  that  I  believe  that  considerable  study  may  be  profit- 
ably given  to  these  cases  and  by  it  we  may  eventually  be  able  to 
differentiate  mania  and  pseudo-mania,  mild  apathy  and  depression 
more  easily  than  we  can  at  present,  probably  by  bringing  to  light 
symptoms  which  are  at  present  overlooked  or  put  aside  as  of  slight 
importance.  It  is  also  very  probable  that  by  an  increase  of  our 
knowledge  of  these  last-named  groups  that  we  shall  be  obliged 
to  change  some  of  our  present  conceptions  of  them. 
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If  insanities  are  brain-diseases,  the  hrain-parts  involved  should  be 
specified. 

Wernicke's  generalization. 

The  diabetes  mellitus  analogy — mental  symptoms  not  necessarily 
cerebral,  as  glycosuria  not  renal  in  origin. 

Universal  cytopathological  changes  not  likely  in  dementia  praecox. 

Analogy  of  dementia  prsecox  and  general  paresis. 

Random  blocks  of  brain  tissue,  showing  satellitosis,  infrastellate 
gliosis,  or  disintegration  products,  not  likely  to  solve  prob- 
lem of  pathogenesis  of  symptoms. 

VI.  Conclusions    314 

I.  The  Schism  over  Dementia  Prjecox. 

When  it  became  apparent  that  the  psychiatric  world  must  needs 
split  over  the  genesis  of  dementia  praecox,  one  party  describing 
it  as  a  species  of  intoxication  with  brain  damage  and  the  other 
as  a  dissociative  mental  disease  without  structural  damage  to  the 
brain,  one  found  one's  mind  almost  wholly  open  in  the  matter. 
Perhaps,  at  the  outset,  one  was  not  quite  ready  to  admit  dementia 
prsecox  (Kraepelin's  disease)  among  such  relatively  immortal 
entities  as  general  paresis  and  hysteria,  for  example.  The  dis- 
sociation hypothesis  possibly  seemed  the  wider  of  the  two,  per- 
mitting each  case  to  be  a  law  unto  itself  in  such  wise  that  a  proper 
diagnosis  really  turned  into  a  fairly  full  katamnesis. 

In  any  event  it  was  gratuitous  to  hypothecate  a  toxine  to  to 
coelo  and  much  more  innocent  to  assume  dissociations,  especially 
if  one  could  give  precise  descriptions  of  these  for  a  number  of 
typical  cases.  To  be  sure,  some  workers  asserted  characteristic 
satellitoses  and  other  evidence  of  neuronic  disease  in  the  lower 
cortex-layers  of  the  cerebrum;  but  these  findings  were  perhaps 
inconstant,  probably  shared  by  other  types  of  disease,  possibly 
secondary  either  to  the  disease  or  to  something  else,  and  certainly 
incapable  of  affording  any  explanation  of  the  mechanism  of 
dementia  praecox. 
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If  one  scanned  the  situation  in  neuropathology,  the  outlook  was 
not  bright.  Restricting  oneself  to  the  cerebral  cortex  alone, 
cytopathology  appeared  to  have  fallen  on  evil  days.  Nissl  had 
given  up  his  specific  nerve-cell  intoxication  pictures.  Alz- 
heimer's methods  for  split  products  of  nerve-cell  metabolism  had 
not  been  developed  or  fully  applied.  And,  in  any  case,  the  effects 
of  terminal  complicating  disease  (intestinal,  pulmonary,  bladder, 
and  the  like)  with  a  variety  of  intercurrent  infections  and  intoxi- 
catons  seemed  to  render  dubious  the  outcome  of  almost  any 
strictly  cytopathological  study,  at  least  such  as  would  contem- 
plate symptomatic  correlations.  To  conceive  a  ''  katatonic  storm  " 
sweeping  through  the  cortex  and  leaving  behind  it  a  characteristic 
trail  was  within  reason,  but  surely  difficult  of  proof  in  the  midst 
of  so  many  cortical  storms  about  the  point  of  death. 

Stratigraphic  considerations  were  more  hopeful.  In  fact,  ever 
since  Alzheimer's  brief  paragraph  in  1897 — Ebenso  Undet  sick 
ganz  zweifellos  bei  der  Katatonic  eine  pathologische  Gliafaser- 
bildung  in  der  Rinde,  anscheinend  auf  gewisse  Rindenschichten 
(und  die  Markleiste)  beschrdnkt^ — there  has  been  an  ever  re- 
current assertion  that  satellitosis  and  correspondent  nerve-cell 
disorder  of  the  inner  cortex-layers  are  characteristic  of  dementia 
praecox,  or  at  least  of  its  katatonic  form.  In  fact  these  findings 
were  supposed  to  draw  together  the  two  diseases,  dementia  praecox 
and  general  paresis,  since  both  showed  the  same  changes,  com- 
plicated in  the  latter  by  a  multitude  of  other  stratigraphic  changes 
as  well  as  by  exudation. 

Such  opinions  are  not  confined  to  Germany.  Thus,  in  France, 
Klippel  and  Lhermitte,  1908,^  consider  dementia  preecox  to  be  due 
to  a  progressive  atrophy  of  the  association  neurones.  The  lesions 
of  dementia  prsecox,  they  say,  are  all  essentially  neuroepitheHal, 
i.  e.,  confined  to  nerve-cells  and  neuroglia,  and  never  essentially 
vasculoconjunctive,  or,  as  we  should  express  it,  ectodermal,  never 
mesodermal.  The  fundamental  lesion  is  "  a  regressive  atrophy  of 
the  nerve-cells  of  the  deep  cortical  layers  and  disappearance  of 
the  interconnecting  processes,"  with  neuroglia  proliferation  run- 
ning pari  passu  with  the  atrophic  process.  Meningovascular 
lesions,  miliary  hemorrhages,  congenital  malformations,  terminal 
lesions  due  to  cachexia  or  infection,  are  frequent,  but  are  not  m- 
dispensably  found.  Even  cerebellar  atrophy,  and  various  instances 
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of  visceral  hypoplasia,  are  simply  signs  of  frail  organisms,  which 
either  precede  without  causing  dementia  prsecox  or  are  purely  in- 
cidental effects  thereof.  Klippel,  in  discussion,  admitted  that 
similar  neuroepithelise  (ectodermal)  lesions  were  found  in  other 
chronic  mental  diseases. 

Perhaps  no  work  has  been  more  widely  quoted  in  this  direction 
than  that  of  Sioli,  done  partly  at  Munich  under  Alzheimer  and 
partly  at  Bonn  and  summarily  reported  in  1909.  Sioli's  state- 
ments refer,  however,  only  in  part  to  stratigraphic  considerations. 

Sioli  in  his  brief  Autoreferat,  1909,^  states  that  he  found  in  all 
parts  examined  of  20  cases  of  dementia  praecox  certain  evidences  of 
destruction  of  nerve  tissue.  A  portion  of  Sioli's  data  is  cytopatho- 
logical  (nerve-cell  disease  with  increase  of  Scharlach-stainable 
lipoids),  but  he  indicates  that  the  process  may  lead  to  atrophy  or 
disappearance  of  cells,  amounting  in  places  to  distinct  strati- 
graphic  disorder.  Degenerative  products  were  found  accumulated 
in  clear  non-cellular  spaces  about  the  vessels,  and  protagonoid  and 
Scharlach-stainable  substances  were  found  in  tissues  and  in  ad- 
ventitial cells  en  route  to  the  vessels.  Inflammatory  exudation 
was  quite  lacking.  Perivascular  and  periganglionic  glia-cell  pro- 
liferation, -  fibrillary  gliosis  in  the  subpial  zone,  in  deep  cortex- 
layers,  and  in  the  white  matter,  alterations  of  glia-cell  cytoplasm, 
amoeboid  neuroglia  in  the  white  matter  occurred.  The  severest 
cases,  especially  those  with  their  perivascular  spaces  packed  with 
degeneration  products,  are  thought  to  correspond  with  acute 
katatonic  exacerbations. 

Alzheimer,  in  his  masterly  statement  concerning  split  products 
of  nerve-cell  and  fibre  metabolism,  1910,''  maintains  that  much 
new  light  has  been  thrown,  by  his  new  methods  and  adaptations 
of  old  ones,  upon  such  conditions  as  status  epilepticus,  severe 
paralytic  attacks,  deliria,  and  katatonic  excitements,  and  he  be- 
lieves that  anyone  using  these  methods  will  be  convinced  that 
dementia  praecox  and  epilepsy  are  severe  organic  diseases.  Alz- 
heimer would  almost  risk  differentiating  histologically  between  a 
katatonic  excitement  and  a  mania,  because  the  katatonic  case  will 
show  characteristic  amoeboid  glia-cells,  whereas  the  mania  will 
not.  For  the  purpose  of  this  differentiation,  severe  disease  of  the 
other  viscera  must  not  step  in  to  complicate  the  picture  since 
such  disease  may  bring  out  the  amoeboid  glia-cells  in  the  nervous 
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system.  Again,  a  severe  toxic  delirium  at  its  height  and  a  severe 
katatonic  excitement  at  its  height  will  exhibit  similar  changes 
(just  as  the  posterior  columns  of  a  tabes  and  a  spinal  transsection 
might  be  confused  under  certain  circumstances  from  the  granule- 
cell  content  of  both) .  The  fact  seems  to  be  that  "  organic " 
changes  can  now  be  demonstrated  in  a  number  of  conditions 
formerly  termed  "  functional/'  The  differentiation  of  katatonia 
remains  difficult,  however,  on  account  of  precisely  the  conditions 
mentioned  by  Alzheimer,  toxic  delirium  and  severe  bodily  dis- 
ease, which  may  produce  somewhat  the  same  pictures. 

One  remarkable  case  of  sudden  death  in  a  stuporous  katatonic 
who  had  no  demonstrable  physical  disease  is  mentioned  by  Alz- 
heimer to  show  that,  without  loss  of  any  nerve-cell  or  degenera- 
tion of  a  single  axis-cylinder,  a  true  Hirntod  may  occur  due  tc 
changes  demonstrable  by  methods  for  the  split  products. 

Unfortunately  for  the  neuropathologist,  such  cases  of  pure 
Hirntod  are  rare.  In  the  Danvers  State  Hospital  material,  infec- 
tion at  the  time  of  death  is  almost  the  rule.  Exact  experiences 
with  the  cultivation  of  the  more  easily  growing  organisms  from 
the  blood  and  cerebrospinal  fluid  in  150  unselected  cases  have 
been  communicated  by  Gay,  Canavan,  and  myself.""  Cerebro- 
spinal fluids  are  particularly  prone  at  death  to  show  organisms. 
This  experience,  as  well  as  an  inspection  of  the  great  members  of 
tuberculous  and  acute  infections  in  our  material,  caused  us  to  dis- 
count in  advance  the  cytopathological  change  per  se  and  to  hold 
somewhat  in  doubt  the  acute  or  recent  neuroglia  change  as  in- 
dicating mental  disease.  The  asserted  stratigraphical  changes 
(cell-atrophies  and  losses  in  lower  cortex-layers  and  correspond- 
ent satellitosis)  seemed  more  trustworthy,  but  obviously  less  dif- 
ferential (seen  also  in  general  paresis  and  in  some  senile  cases). 

The  status  of  the  dementia  prsecox  question  may  be  summed 
up  as  follows : 

One  body  of  workers  prefers  to  describe  dementia  prsecox  in 
such  terms  as  dementia  sejunctiva  (Gross  ^),  Missverhdltniss 
zwischen  Aifekt  und  Vorstellung  (Kolpin  *),  dysphrenia  (Wolff "), 
dementia  dissecans  (Zweig"^"),  schizophrenia  (Zerreissung  od£r 
Spaltung  der  psychischen  Funktionen)  (Bleuler^^),  Apraxia  idea- 
trix  (Dromard"),  emphasizing  in  general  the  dissociative  factors 
which  emerge  upon  psychological  analysis  of  the  more  clearly  cut 
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cases.  "  Disruptions  of  judgment/'  "  specific  factors  in  individual 
cases,"  "  unpsychological  reactions,"  "  intrapsychic  ataxia "  or 
more  specifically  "  noothymopsychic  ataxia,"  "  intrapsychic  in- 
hibition," "  psychogenic  conflicts,"  "  psychological  dispositions," 
"  psychic  causos,"  "  psychic  trauma,"  are  phrases  picked  almost 
at  random  from  certain  modern  discussions.""" 

Other  workers  pin  their  faith  to  the  supposed  "  organic  "  char- 
acter of  this  disease.  The  ground  of  this  belief  is  often  scarcely 
more  than  that  the  disease  is  essentially  deteriorative  on  the 
mental  side  and  hence  must  be  "  organic  "  on  the  cerebral  side. 
Others  set  much  store  by  autointoxication  and  believe  that  the 
effects  of  autointoxication  must  be  registered  in  the  cerebral  cor- 
tex, could  we  but  read  it  aright.  Proceeding  from  the  dictum  that 
insanity  and,  therefore,  dementia  praecox  are  brain  diseases,  these 
workers  argue  that  dementia  prsecox  is  presumably  a  destructive 
disease  of  the  cerebral  cortex,  after  the  manner  of  general  paresis. 

A  few  workers  accord  significance  to  both  the  functional  psy- 
chic features  and  the  organic  cortical  features.  There  is,  how- 
ever, a  general  tendency  to  take  sides,  with  the  almost  universal 
feeling  that  the  histologists  have  not  satisfactorily  proved  the 
"  organic  "  nature  of  the  disease. 

I  was  instigated  to  the  analysis  of  my  own  material  by  the  con- 
viction that,  though  the  histopathologists  had  not  proved  their 
point  beyond  peradventure,  the  functionalists  were  in  the  same 
plight.  I  had  been  engaged  upon  an  analysis  of  cases  of  mental 
disease  with  onset  after  the  fiftieth  year,""  and  had  there  come 
upon  so  many  instances  of  satellitosis  in  the  deeper  layers  of  the 
cortex  without  distinct  katatonic  features  clinically  that  I  had 
been  disposed  to  discount  the  differential  character  of  deep-layer 
gliosis  for  any  type  of  mental  disease.  This  reaction,  in  brief, 
appeared  to  be  a  necessary  and  natural  result  of  destructive  proc- 
esses involving  these  layers,  and  the  deposition  or  increase  of 
neuroglia  cells  in  this  locus  did  not  assume  to  my  mind  the  dif- 
ferential character  of  such  findings,  as,  e.  g.,  the  plasma  cell 
exudate  of  general  paresis.  Even  the  plasma  cell,  as  all  will  admit, 
is  not  sensu  strictiori  pathognomonic  for  general  paresis  (witness 
trypanosomiasis,  not  to  mention  tuberculous  and  frankly  luetic 
processes).     Gliosis  of  the  deep  layers  of  the  cortex  is  obviously 
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far  less  differential  than  plasma  cell  exudation,  if  only  because  nor- 
mally we  find  neuroglia  and  satellite  cells  in  this  region. 

Feeling  a  deal  of  uncertainty  about  the  differential  value  of 
stratigraphic  alterations  and  especially  of  satellitosis,  I  was  also 
not  disposed  to  believe  that  dementia  prsecox  would  turn  out  to  be 
a  diffuse  cell  disease.  All  that  Alzheimer  maintains,  if  I  under- 
stand him  aright,  is  that  anyone  who  chooses  to  examine  dementia 
prsecox  material  by  certain  methods  can  convince  himself  that  it 
is  invariably  an  "  organic  "  disease.''*  It  would  be  a  much  longer 
step  to  assert  that  the  changes  invariably  found  are  differential 
changes.  Indeed,  deliria  and  severe  physical  disease  are  consistent 
with  the  same  changes. 

Neither  stratigraphic  changes  nor  cytopathological  changes, 
taken  as  exhibited  throughout  a  brain,  appealed  to  me  as  likely  to 
throw  much  light  on  the  immediate  mechanism  of  dementia  prse- 
cox.  Indeed  these  changes  bring  up  more  new  problems  than 
they  solve  old  ones  in  the  wide  field  of  neurobiology. 

The  topographic  idea  then  occurred  to  me.  In  making,  some 
years  ago,  an  analysis  of  the  first  1250  autopsies  of  the  Danvers 
State  Hospital  and  collecting  the  lesions  of  different  parts  of  the 
brain  in  card-catalogue  form,  I  had  been  much  struck  with  the 
preponderance  of  brain  lesions  in  certain  areas.  The  frontal  in- 
cidence was  particularly  high,  and  this,  I  took  to  be  due  to  the 
greater  liability  of  the  frontal  tissues  (on  the  stock  evolutionary 
grounds).  Having  no  convenient  opportunity  to  correlate  these 
findings  with  clinical  data  (a  want  now  happily  supplied  by  the  in- 
dex of  clinical  symptoms  which  Dr.  Page  has  had  constructed) ,  I 
did  not  further  work  up  these  relations. 

In  connection,  however,  with  work  on  encephalitis,^'  on  gliosis,^  ^ 
and  especially  on  the  "  soft  brain,"  ^  I  had  begun  to  gather  un- 
usually careful  data  concerning  focal  and  general  variations  in 
consistence  of  brains.  I  had,  therefore,  some  hope  that  my  series 
would  prove  unusually  suitable  for  topographic  study. 

Upon  analysis,  as  the  sequel  will  prove,  not  merely  focal 
scleroses,  but  also  easily  identifiable  macroscopic  atrophies  (or 
aplasias)  were  found  in  a  surprisingly  large  number  of  cases.  My 
topographic  data  depend,  therefore,  only  in  part  upon  the  palpable 
mild  scleroses  which  I  had  been  especially  studying. 
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On  the  basis  of  the  anatomical  data  and  without  necessarily  any 
reference  to  microscopic  studies  (which  have  been  carried  out 
more  or  less  thoroughly  in  the  series),  I  wish  to  commend  the 
topographic  idea  concerning  lesions  in  dementia  prsecox  to  neuro- 
pathologists. Whether  a  superior  frontal  atrophy  or  a  postcentral 
aplasia  is  or  is  not  superior  to  a  psychic 'scar  or  ataxia,  as  really 
explanatory  of  the  mechanism  of  dementia  praecox,  I  will  not  pre- 
tend to  say.  In  any  event,  the  brains  of  all  dementia  praecox  cases 
should  be  carefully  examined. 

II.  Material,  with  Statistical  Analysis. 

The  autopsy  material  of  the  Danvers  State  Hospital  Labora- 
tory from  May,  1902,  to  January,  19 10  (including  the  services  of 
Drs.  A.  M.  Barrett,  E.  E.  Southard,  and  a  portion  of  Dr.  H.  M. 
Adler's),  consists  of  647  cases.  Sixty-three  of  these  have  been 
chosen,  on  clinical  grounds,  as  probable  or  possible  examples  of 
dementia  praecox.  The  10  per  cent  thus  chosen  constitute  the 
maximum  rather  than  the  minimum  number  of  possible  cases,  since 
it  was  thought  best  to  include  certain  doubtful  cases  for  purposes 
of  comparison.  As  will  presently  appear,  several  of  the  cases  are 
so  clouded  by  other  factors,  such  as  certain  congenital  features, 
alcoholism,  or  attacks  suggestive  of  manic-depressive  insanity,  that 
the  diagnosis  of  dementia  praecox  may  appear  extremely  doubtful. 
It  was  felt  that  histological  features  might  serve  to  extract  the  true 
cases. 

As  it  is  extremely  desirable  not  to  confuse  phenomena  of  a  nor- 
mally aging  brain  with  possible  findings  based  on  mental  disease, 
the  age  of  the  subjects  at  death  is  important.  The  series  is  quite 
representative. 

TABLE  I. 
Classified  by  decades  according  to  age  at  death,  the  material  shows: 

II  cases  dying  in  the  third  decade  (21-30)=  8  male,    3  female 

"     "     "   fourth     "       (31-40)=  7     "      12       " 

"     "     "   fifth         "       (41-50)=  3      "        9       " 

"     "     "   sixth       "       (51-60)=  6     "        5       " 

"     "     "   seventh  "       (61-70)=  7     "        i       " 

"     "     "   eighth     "       (71-80)=  2     "        o       " 

63  (2i-8o)=33     "      30       " 


19 

12 

II 

8 

2 
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It  is  also  necessary  to  secure  a  representative  series  from  the 
standpoint  of  age  at  onset.  The  series  even  includes  two  cases 
with  strongly  congenital  coloring. 

TABLE  11. 

Classified  by  decades  according  to  age  at  onset,  the  material  shows: 

2  cases  with  congenital  features  (possibly  imbecile)  =  2  male,    o  female 

6  "  "  onset  in  the  second  decade  (11-20)  =  6  "  o  " 
28  "  "  "  "  "  third  "  (21-30)  =13  "  15  " 
20      "         "         "       "     "     fourth         "        (31-40)  =9      "      II       " 

7  "         "         "       "     "    fifth  "        (41-50)  =   3      "        4      " 


63 


33 


30 


It  is  essential  to  know  how  long  the  morbid  process  may  be  sup- 
posed to  have  lasted.  Although  many  of  these  cases  are  not  at 
all  progressive,  yet  in  many  others  slow  transitions  in  clinical  dis- 
ease-type are  exhibited.    The  total  durations  are  given  in 

TABLE  IIL 

Classified  by  duration  of  symptoms  in  hemidecade  periods,  the  material 
shows : 

18  cases  under      5  years  in  duration 8  male,  10  female 


II 
10 
3 
7 
4 
3 
3 
I 
2 
I 

63 


between  6  and  10  years  in  duration,  5 


II 

15 

16  ' 

'   20 

21   ' 

'   25 

26   ' 

'   30 

31   ' 

'  35 

36   ' 

'  40 

41   ' 

*  45 

46   ' 

'  50 

61   ' 

'  65 

5 

6 

3 

7 

2 

I 

4 

3 

2 

2 

3 

0 

2 

I 

I 

0 

2 

0 

I 

0 

33 


30 


Although  it  is  well  known  that  various  clinical  phenomena  are 
rather  thoroughly  commingled  in  this  disease,  making  the  older 
distinctions  hard  to  maintain  and  more  or  less  justifying  Kraepe- 
lin  in  his  union  of  types  under  a  single  caption,  yet  certain  features 
do  particularly  characterize  some  cases,  and  the  following  table 
presents  the  impressions  which  these  cases  made,  so  to  say,  in  the 
rough,  before  intensive  analysis. 


E.    E.    SOUTHARD.  27 1 

TABLE  IV. 
Superficial  Analysis  of  Cases. 

Hebephrenic 5  cases,  2  male,  3  female 

Katatonic    17      "      9      "      8 

Paranoid    30      "     18      "     12 

Dementia-praecox-like : 

Imbecile   i      "      I      "      o 

Alcoholic  I      "      I      "      o 

Manic-depressive,     involutional 

and  unclassified 9      "      3      "      6        " 

63      "    34      "    29        " 

There  was  such  an  admixture  of  symptoms  in  several  of  the 
cases,  or  symptoms  of  doubtful  import,  that  possibly  the  katatonic 
cases  should  number  20,  and  the  paranoid  cases,  32.  Imbecile  traits 
came  in  question  in  seven  cases  in  all,  though  possibly  not  to  ob- 
scure the  eventual  diagnosis  in  more  than  three.  Alcoholism  can, 
with  difficulty,  be  disengaged  from  the  clinical  picture  of  five  cases. 
The  at  times  doubtful,  or  eventually  unclassified  cases,  which 
have  been  chosen  to  study  with  this  group,  number  15 ;  but  of  these 
perhaps  eight  only  can  be  fairly  claimed  as  not  instances  of 
dementia  praecox ;  and,  if  a  somewhat  liberal  definition  be  admitted, 
all  these  cases  will  warrant  consideration.  As  Table  IV  indicates 
52  cases  (29  male,  23  female)  probably  belong  in  the  group  with 
some  certainty  on  clinical  grounds. 

In  the  process  of  anatomical  analysis,  much  may  be  gained  from 
the  weight  correlations  of  certain  organs.  If  the  brain  weights 
stand  up  well,  we  at  least  have  indication  that  no  such  conditions 
as  those  underlying  general  paresis  or  cerebral  atrophy  are  present. 
The  brain  weights  in  this  series  correspond  well  with  the  normal, 
though  they  show  a  slight  tendency  to  reduction  (2  per  cent). 

TABLE  V. 
Brain  Weights  by  Sex. 

Male  (26  cases) 1336  dementia  praecox,  1357  normal  ( Vierordt) 

Female  (29  cases) 1218  "  "       1235        "  " 

Differences    118  "  "  122 

Percentages : 

Male    98%  "  "  100%       " 

Female   98%  "  "  100%       " 

An  analysis  of  the  brain  weights  according  to  age  at  death  yields 
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by  no  means  so  even  a  curve,  doubtless  because  the  numbers  are 
too  small  for  this  particular  purpose.    The  results  are  as  follows  : 

TABLE  VI. 

Brain  Weights  by  Decades  in  which  Death  Occurred. 

Male       21-30,   6  cases 1333  dementia  praecox,  1358  normal  (Boyd) 


Female  21-30,  3 

Male      31-40,  5 
Female  31-40,  11 

Male      41-50,  3 

Female  41-50,  9 

Male      51-60,  6 

Female  51-60,  5 

Male      61-70,  5 

Female  61-70,  i 

Male      71-80,  I 


1278 
1476 
1 194 
1350 
1237 

1353 
1222 

1364 

IIOO 

1390 


1239 
1366 
1222 

1348 
1214 

1345 
1225 

1315 
1210 
1290 


Hebephrenic,  male 
female 


1357  normal 

(Vierordt) 

1235 

« 

1357 

« 

1235 

(t 

1357 

« 

1235 

(t 

It  might  be  suspected  that  the  different  forms  of  dementia  prae- 
cox would  lead  to  different  degrees  of  brain-weight  reduction. 
The  weights  in  the  hebephrenic,  katatonic,  and  paranoid  cases,  in 
accordance  with  the  clinical  analysis  of  Table  IV,  have  been 
arranged : 

TABLE  VIL 

2  cases 1338 

3  "     1168 

Katatonic,       male       9      "     1329 

female    8      "     1193 

Paranoid,        male     12      "     1309 

female  11       "     1240 

The  differences  are  all  less  than  70  grams,  and  the  weights  are 
consequently  within  five  per  cent  of  the  assigned  normals. 

Since  the  duration  of  the  disease,  though  it  certainly  does  not 
vary  with  the  duration  of  any  active  process  in  all  cases,  might 
be  supposed  to  bear  some  relation  with  the  extent  of  any  de- 
structive process,  the  weights  have  been  arranged  according  to 
duration : 

TABLE  VIII. 
Cases  with  duration  under  10  years : 

Male  1331 

Female    16  cases 1223 

Cases  with  duration  11-20  years: 

Male       5  cases 1261 

Female  7      "     1243 

Cases  with  duration  over  20  years : 

Male       10  cases 1375 

Female     6      "     1173 


1357 
1235 

normal 

« 

(Vierordt) 

1357 
1235 

1357 
1235 
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Obviously  these  figures  produce  no  even  curve ;  but,  should  they 
be  confirmed  by  other  material,  the  interference  could  certainly 
be  drawn  that  these  brains  stand  wear  and  tear  particularly  well. 

If  such  figures  tend  to  show  that  no  coarse  katabolic  effects 
evince  themselves  in  the  brains  of  this  group,  it  is  interesting  to 
inquire  whether  any  evidence  of  such  disorder  can  be  traced  in 
other  organs  by  this  method. 

TABLE  IX. 
Heart  Weights. 

Male  31  cases 281 

minus  3  hypertrophies  (500  +  g.) . .    244  313  normal  (Vierordt) 

Female  27  cases 264 

minus  i  hypertrophy 253  310        "  " 

TABLE  X. 
Liver  Weights. 

Male       30  cases 1369  1579  normal  (Vierordt) 

Female  28      "     1257  1526 

TABLE  XI. 
Spleen  Weights. 

Male  30  cases 160 

minus  i  case  wt.  870 132  149  normal  (Vierordt) 

Female  27  cases 106  180        "  " 

TABLE  XIL 
Combined  Kidney  Weights. 

Male       31  cases 280  277  normal  (Vierordt) 

Female  29      "     255  264        "  " 

Tables  IX  to  XII  appear  to  show  that  certain  organs  of  the 
trunk  are  more  disposed  to  evince  losses  in  weight  than  is  the 
brain  in  dementia  prgecox.  The  kidney  weights,  however,  stand 
up  well.  The  weight  of  the  spleen,  as  always,  showed  marked 
variations,  and  these  variations  largely  depend  probably  on  certain 
terminal  conditions  independent  of  mental  disease. 

Reductions  in  average  weights  of  heart  and  liver  reach  a  little 
over  eight  per  cent,  for  both  males  and  females  in  both  series.  It 
is  hard  to  draw  a  significant  conclusion  therefrom. 

To  sum  up  the  data  of  this  section,  we  learn  from  a  fairly  rep- 
resentative series  of  cases  of  dementia  prsecox  and  similar  dis- 
eases that  a  reduction  in  brain  weight  of  two  per  cent  .is  perhaps  to 
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be  expected  in  the  total  group,  that  the  reductions  in  brain  weight 
of  five  per  cent  occur  in  certain  forms  (here  a  larger  number  of 
cases  is  required  for  deductions),  that  the  brain  weights  do  not 
undergo  progressive  reduction  with  the  duration  of  the  disease, 
and  that  the  hearts  and  livers  of  the  series  show  in  general  a  re- 
duction of  eight  per  cent  in  weight.  Since  the  weights  of  the 
trunk  viscera  probably  vary  rather  uncontrollably  in  the  present 
state  of  knowledge  (the  factors  of  muscular  activity  and  of  nutri- 
tion in  these  patients  come  particularly  in  question),  it  is  plain 
that  more  stress  must  be  laid  on  brain  conditions.  The  brains 
must  be  approached,  therefore,  with  the  premonition  that  changes, 
if  any,  will  be  fine  changes,  and  possibly  qualitative  and  trans- 
formatory  rather  than  destructive. 

III.  Gross  Anatomical  Analysis  of  the  Brain  Findings. 

As  it  is  our  object  to  show  either,  first,  that  there  are  no  char- 
acteristic brain  findings  in  this  series  of  cases  or,  secondly,  that 
there  are  characteristic  findings  common  to  the  series,  it  is  ob- 
viously necessary  to  exclude  cases  with  certain  features  which  we 
are  sure  are  not  characteristically  allied  with  dementia  prsecox. 
Such  complicating  features  are  coarse  cerebral  atrophy  and 
regionary  arteriosclerosis.  These  features  complicate  and  some- 
times influence  the  course  of  dementia  praecox;  but  it  is  certain 
that  arteriosclerosis  and  highly  probable  that  coarse  cerebral 
atrophy  are  not  characteristically  associated  with  the  disease. 

As  is  well  known,  the  question,  whether  brain  atrophy  exists, 
cannot  be  safely  answered  from  the  brain  weight  alone,  since 
apparently  high  weights  are  consistent  with  atrophy  of  originally 
large  brains,  and  apparently  low  weights  may  mean  simply  that 
the  original  weights  were  low.  Qualitative  data  are  safer  guides 
here. 

Five  brains  gave  the  qualitative  impression  of  generalized 
atrophy.  All  these  cases  were  of  long  total  duration  (ii  years 
or  more). 

TABLE  XIII. 


An  top  ay 
Namber 

Clinical 
.  Number. 

Sex. 

Age. 

Disease-Type. 

Daration. 

Terminal  Disease. 

Brain 
Weight. 

752. 

9888. 

F. 

64. 

hebephrenic, 

9y. 

pneumonia,  7d. 

HOC. 

958. 

10738. 

F. 

2,7- 

paranoid, 

iiy. 

exhaustion,  im. 

I2I0. 

1266. 

7559. 

F. 

58. 

paranoid, 

13  ++  y. 

dysentery,  some  weeks. 

1250. 

1274. 

1 1027. 

M. 

56. 

katatonic, 

3iy. 

hemiplegia,  im. 

1365. 

1297. 

75II. 

F. 

47. 

paranoid, 

i9y. 

cancer  of  uterus,  2  -f-  m, 

.1390. 
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It  seems  safe  to  eliminate  this  group  from  prior  consideration, 
despite  the  fact  that  the  gHosis  shown  may  be  more  or  less  closely 
related  with  dementia  prsecox. 

One  of  the  best  indices  of  damaging  local  arteriosclerosis  is 
afforded  by  ^3;^^^  of  softening,  which  were  found  in  three  cases, 
1274  and  1297  of  Table  XIII,  and  1171  (5986,  R,  43,  paranoid, 
17-f  (30?)  y.,  brain  weight  iii5g.),  also  excluded  from  prior  con- 
sideration. 

Also  it  may  be  safer  at  first  to  exclude  seven  cases  (1099,  13180, 
M.,  67;  1 121,  13398,  R,  56;  1 174,  9769,  R,  48;  1258,  2,  M.,  64; 
1270,  617,  M.,  68;  1337,  15017,  R,  45;  and  1368,  12120,  M.,  56) 
on  the  score  of  marked  sclerosis  of  vessels  of  the  circle  of  Willis. 
It  is  certain  that  this  sclerosis  has  no  direct  effect  upon  the  mental 
life;  but  there  is  at  least  a  suspicion  of  vascular  disease  in  the 
finer  branches  in  such  cases  (only  two  of  which  in  this  series,  viz., 
1337  and  1 174,  are  under  56  years  of  age). 

It  is  noteworthy  that  we  are  required  to  exclude  on  these 
grounds  (grounds,  namely,  of  complicating  "  organic  "  brain-dis- 
ease) only  about  20  per  cent  of  our  series.  This  confirms  the 
impression  gained  from  our  statistical  analysis  of  the  brain 
weights. 

There  is  another  general  condition,  frequently  found  in  cases 
of  all  descriptions  (both  sane  and  insane),  which  might  be  con- 
sidered to  have  some  bearing  especially  upon  the  histology  of  the 
superficial  layers — chronic  leptomeningitis  of  diffuse  distribution 
(to  the  focal  distributions  we  shall  return  in  a  moment).  Eleven 
cases  (842,  904,  913,  943,  958,  1014,  1025,  1027,  1093,  1234,  1338) 
may  be  excluded  on  this  ground.  These  11  and  four  others 
(already  excluded)  yield  another  perhaps  surprisingly  small  per- 
centage (about  22  per  cent)  of  cases  showing  diffuse  chronic 
leptomeningitis. 

For  completeness  are  also  presented  the  data  concerning 

TABLE  XIV. 

DURAL  AND    CaLVARIAL   CONDITIONS. 

Arachnoidal  villi  unusually  developed 3  cases 

Thickening  of  dura  mater  (not  included  under  adhesions) 4  " 

Chronic  internal  hemorrhagic  pachymeningitis 3  " 

Dense  calvarium 9  " 

Thick  calvarium  6  " 

Thick  and  dense  calvarium 2  " 

Thin  calvarium  3  " 

Calvarial  adhesions  of  the  dura  mater 25  " 
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If  we  rely  upon  the  statistical  analysis  of  Section  II,  we  cannot 
be  so  sure  that  mild  focal  lesions  of  cm  atrophic  or  sclerotic  nature 
have  nothing  to  do  with  processes  in  dementia  prsecox,  since  these 
lesions  will  not  appreciably  influence  brain  weights.  It  is,  of 
course,  a  priori  unlikely  that  such  circumscribed  foci,  which  are 
doubtless  in  the  vast  majority  of  instances  due  to  some  degree  of 
local  tissue  destruction,  can  correspond  with  the  extended  series 
of  vital  reactions  which  we  term  dementia  praecox.  Nevertheless, 
it  is  wise  to  examine  our  series  carefully  for  foci  of  a  slightly 
destructive  or  perhaps  purely  irritative  character  which  might 
bear  on  the  course  of  certain  cases. 

Consequently,  excluding  as  diffusely  atrophic  five  cases,  as 
markedly  arteriosclerotic  (cysts  of  softening  or  basal  cerebral 
arteriosclerosis)  eight  cases,  as  showing  diffuse  chronic  pial 
changes  11  cases,  we  remain  with  a  material  of  39  cases,  which 
deserve  primary  consideration  from  the  standpoint  of  possibly 
significant  focal  brain  lesions.  Obviously  the  results  of  the  search 
in  these  39  cases  (two  of  which  must  be  excluded  through  in- 
adequate protocols)  may  be  applied,  with  due  caution,  to  the  re- 
mainder. 

A  group  of  14  cases  amongst  these  37  "  non-organic  "  cases 
showed  certain  minor  lesions  made  out  in  the  gross,  but  not 
frankly  destructive,  some  possibly  congenital  in  origin.  A  sum- 
mary view  of  these  cases  is  presented  in 

TABLE  XV. 

Minor  Macroscopic  Brain  Lesions  in  Dementia  Precox. 

/.  Pre-Rolandic  Lesions. 

Frontal  Lobe  Lesions. 

Atrophy     and     gliosis     of 

frontal  lobes. 
Gliosis  of  superior  frontal, 
prefrontal,     and     orbital 
gyri. 
Gliosis  of  frontal,  including 
orbital,  gyri  (v.  also  cere- 
bellum) . 
1294.     10862.    F.    37.    paranoid,  6y.  Frontal  lobe  gliosis  (v.  also 

post-Rolandic   and   cere- 
bellar groups). 
4y.  Frontal     lobe     gliosis      (v. 

postcentral  group), 
loy.  Gliosis      of     left     inferior 

frontal  lobe, 
loy.  Atroph}^  of  prefrontal  gyri 


Aatopgy 
Number. 

840. 

Clinical 
Number. 

II2II. 

Sex. 

F. 

Age. 
38. 

Diseaee-Type. 

katatonic. 

Duration. 

3y. 

1062. 

7987. 

F. 

38. 

paranoid 
(alcoholic) 

11  +  : 

II43- 

8823. 

F. 

47- 

paranoid  or 
katatonic, 

loy. 

1310. 

13582. 

F.    28. 

hebephrenic 
mannerisms, 

1358. 

10580. 

M.   24. 

katatonic, 

1360. 

10168. 

M.   SI. 

suicidal, 
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II.  Post-Rolandic  Lesions. 

Occipital  Region  Gliosis. 

II37-      6531.     M.   35.    paranoid,  later  iSy.  Right  superior  parietal  mi- 

katatonic,  crogyria  (atrophia?). 

1 168.  1 1863.  F.  24.  hebephrenic  3/^y.  Bilateral  aplasia  of  post- 
paranoid?,  central  gyri. 

1298.     14591.     F.    ^6.    katatonic,  lom         Right    postcentral    atrophy 

(v.  discussion). 

1310 See  Frontal  Group Left  postcentral  aplasia  or 

atrophy. 

1 149.     11641.     M.    57.    paranoid,  32y.  Occipital  region  gliosis. 

1294 See  Frontal  Group Occipital  region  gliosis. 

1317.     12143.     F.    44.    paranoid,  2iy.  Occipital  microgyria. 

///.  Infra-Sylvian  Group. 

Cerebellar  lieaions. 

1319.     14597.     F.    31.    paranoid,  By.  Superior  temporal  anomaly. 

(imbecile) 

IV.  Cerebellar  Lesions. 

1034.     12756.     M.    35.    first  paranoid      2y.  Sclerosis   of  dentate  nuclei 

later  katatonic,  of  cerebellum. 

1 143 See  Frontal  Group Sclerosis    of    right    dentate 

nucleus,  culmena,  and  clivi 
of  cerebellum.  Pons  and 
olives  firm. 

1 168 See  Post-Rolandic  Group Sclerosis    of    right   dentate 

nucleus,  cacumena,  and 
clivi  of  cerebellum.  Scle- 
rosis of  olives. 

A  somewhat  similar  small  group  of  four  cases  has  shown  certain 
appearances  in  the  spinal  cord,  indicating  abnormality  of  quite 
doubtful  interpretation. 

TABLE  XVI. 

Gross  Lesions  of  the  Spinal  Cord. 

Antopsy       Clinical 

Number.      Number.    Sex.      Age.      Disease-Type.  Duration.  Gross  Lesions  of  the  Spinal  Cord. 

1317 See  Post-Rolandic  Group Cervical  portion  abnor- 
mally firm. 

1319 See  Infra-Sylvian  Group Cervical     cord    abnormally 

large. 

1335 See  Table  XVII Cord  abnormally  small. 

1350.      4820.    M.    62.    katatonic,  35  +  y.    Gliosis    of    lumbar    spinal 

cord. 

Here  then,  as  indicated  in  Tables  XV  and  XVI,  is  a  group  of  15 
cases  showing  certain  minor  chronic  lesions  (or  evidences  of 
aplasia)  in  the  central  nervous  system  of  quite  doubtful,  though 
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certainly  very  varied,  origin.  Adding  four  more  cases  of  gen- 
eralised cerebral  sclerosis  of  a  mild  form,  not  associated  with 
gross  atrophy,  viz. 

TABLE  XVII. 

Autopsy     Olinical 

Number.    Number.      Sex.    Age.       DiseaBe-Type.  Duration. 

991.     1 1047.     M.   35.     paranoid,  iiy.  Brain  weight  1170  grams. 

1 135.     1 1296.     F.     28.     katatonic,  6y.  Brain  weight  1430  grams. 

1303.     1 1624.     F.     55.     hebephrenic,  257.  Brain  weight  1220  grams. 

1335-     13648.    M.   32.    katatonic  2oy.  Brain  weight  985  grams. 

(alcoholic) 

we  obtain  a  total  of  ip  cases  of  slightly,  though  macroscopically, 
abnormal  central  nervous  system  in  a  series  of  j/  cases,  selected  as 
not  showing  coarse  complicating  features  like  brain  atrophy,  in- 
tracranial arteriosclerosis,  cysts  of  softening,  and  the  like. 

These  19  cases,  or  at  all  events  a  certain  number  of  them,  de- 
mand attention  as  a  group  of  dementia  prsecox  cases  with  lesions 
of  doubtful  interpretation,  but  not  readily  set  aside  as  non- 
significant. 

If  we  should  group  our  cases  up  to  this  point,  we  should  obtain 
(i)  complicated  cases,  showing  gross  lesions  certainly  not  related 
with  dementia  praecox,  40  per  cent,  (2)  cases  with  minor  lesions 
having  a  doubtful  relation  to  dementia  praecox,  31  per  cent,  and 
(3)  a  residuum  of  cases  without  observed  gross  lesions,  29  per 
cent. 

It  will  be  wise  at  this  point  to  analyze  the  cases  of  groups  (2) 
and  (3),  i.  e.,  the  non-complicated  cases  from  a  clinical  point  of 
view.    The  37  cases  are  distributed  as  follows : 

TABLE  XVIII. 

Hebephrenic    4  2  male,  2  female 

Katatonic   12  5      "      7        " 

Paranoid    13  7      "      6        " 

Alcoholic    I  I      "      o 

Doubtful    7  3      "      4 

If  we  eliminate  the  alcoholic  (1240,  no  gross  lesions)  and 
doubtful  cases  (819,  939,  1151,  no  gross  lesions;  1143,  I3^» 
frontal  lobe  lesions;  1350,  spinal  cord  lesion;  11 35,  generalized 
gliosis.  Compare  Tables  XV-XVII)  for  the  time  being,  we 
obtain  52  per  cent  of  our  group  (now  reduced  to  29  cases)  show- 
ing minor  lesions. 
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A  microscopic  analysis  of  the  15  cases  showing  minor  lesions 
may  indicate  what  type  of  lesion  to  look  for  in  those  cases  which 
failed  to  show  gross  lesions.  Lesions  of  this  sort  should  be 
demonstrable  by  any  method  which  displays  cells  and  nuclei  well. 

In  case  the  lesions  should  prove  non-stratigraphical,  i.  e.,  not 
ideally  demonstrable  by  complete  cell-counting,  the  task  will  be 
more  difficult.  The  qualitative  intracellular  or  special  extracellu- 
lar properties  which  this  latter  search  would  entail  will  require 
material  very  seldom  obtained,  material  free  from  terminal  com- 
plications. Cases  hitherto  reported  have  suffered  perhaps  from 
such  terminal  disease.  Tuberculosis  is  a  special  offender  in  this 
direction.    Tuberculosis  occurred  in  our  series  as  follows : 

TABLE  XV. 
Tuberculosis  in  63  Cases  of  Dementia  Precox. 

Active  forms    21  cases 

Healed  and  chronic  forms 16      " 

All   forms 37      " 

Tuberculosis  in  39  Chosen  Cases. 

Active  forms  16  cases 

Healed  and  chronic  forms 7      " 

All   forms    23       " 

In  both  series  there  is  58  per  cent  of  tuberculosis,  counting  all 
forms.  One  case  in  three  of  the  whole  series  either  died  with  or 
showed  an  active  form  of  tuberculosis,  whereas  about  two  cases 
in  five  of  our  chosen  "  non-organic  "  series  showed  similar  active 
tuberculosis. 

Whereas  it  has  never  perhaps  been  convincingly  shown  that 
active  tuberculosis  outside  the  nervous  system  can  produce  im- 
portant non-exudative  lesions  within  the  nervous  system,  it  is 
probably  a  sound  policy  to  exclude  such  cases  from  a  list  sans 
reproche,  especially  if  intracellular  conditions  are  to  be  studied. 
This  process  would  leave  us  with  2^  cases  free  from  coarse  de- 
structive brain  lesions  and  from  active  tuberculosis. 

Nine  cases  showing  de cubitus j  10  cases  of  soft  brain  "  (only 
one  of  which  occurred  in  the  non-organic  series),  and  three  cases 
of  edema  of  brain  substance  might  also  offer  obstacles  to  finer 
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cytological  analysis.  For  this  purpose  a  list  of  21  cases  is  avail- 
able; but  clinical  doubts  and  difficulties  remove  eight  cases,  leav- 
ing 13  cytologically  appropriate  cases  (840,  884,  891,  944,  1006 
(typhoid  fever),  1034,  1081,  1298,  1303,  1317  (carcinomatosis), 
1350.  1358,  1360). 

To  sum  up,  w^e  have  divided  our  cases  upon  anatomical  grounds 
into  three  groups,  (i)  cases  complicated  by  gross  destructive 
brain  lesions  (40  per  cent),  (2)  cases  having  certain  minor  anom- 
alies or  mildly  destructive  or  irritative  lesions  (31  per  cent),  and 
(3)  cases  without  observed  gross  lesions  (29  per  cent).  After 
excluding  cases  unsuitable  for  analysis  on  various  grounds,  v^e 
obtained  a  group  of  29  cases,  15  of  which  (52  per  cent)  showed 
the  minor  anomalies  and  mild  lesions  just  mentioned.  It  will 
be  the  task  of  the  next  section  to  study  these  15  cases  intensively 
to  see  whether  they  evince  any  common  features.  Later  studies 
may  then  apply  these  observations  to  the  rest  of  the  series,  in 
which  significant  lesions  may  well  occur  hidden  among  com- 
plications. 

IV.  Clinical  and  Anatomical  Analysis  of  Fifteen  Cases 
OF  Dementia  Precox  Selected  as  Showing  Certain 
Minor  Gross  Lesions  of  the  Nervous  System. 

At  this  point  it  seems  pertinent  to  inquire  whether,  upon  a 
closer  analysis  of  the  cases  which  show  minor  gross  lesions  or 
anomalies,  any  hint  of  correlation  between  these  lesions  and  in- 
dividual clinical  phenomena  can  detected.  It  must  be  pointed 
out  forthwith  that  no  very  close  correlation  can  be  hoped  for, 
since  we  deal  with  far  less  constant  phenomena  than,  e  g.,  those 
of  epilepsy.  The  histories,  presented  below  in  as  condensed  form 
as  deemed  advisable  to  offer  a  sound  basis  for  clinical  diagnosis, 
obviously  betray  far  greater  variations  in  course  and  qualitatively 
more  complex  features  than  would  a  similar  number  of  histories 
of  epileptics.  But  clinical  and  anatomical  correlations  even  in 
epilepsy  are  difficult,  despite  the  firm  establishment  of  the  "  un- 
cinate "  group  on  an  anatomical  basis.  In  view  of  the  clinical 
variety  of  the  dementia  praecox  group,  or  even  of  the  group  of 
cases  characterized  by  katatonic  symptoms,  it  is  at  the  outset 
doubtful  whether  a  "  frontal  lobe  group,"  a  "  postcentral  group," 
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a  "  cerebellar  group  "  can  be  firmly  established  for  dementia  prae- 
cox.    Obviously  such  a  grouping  should  be  earnestly  essayed. 

The  condensed  histories,  drawn  from  the  records  of  numerous 
workers  (among  whom  may  be  mentioned  Drs.  H.  W.  Mitchell, 
H.  A.  Cotton,  H.  M.  Swift,  and  Charles  Ricksher,  who  have  been 
at  the  heads  of  the  various  services  during  the  major  part  of  the 
time  covered  by  these  reports)  and  the  summarised  autopsy 
protocols  (for  which  the  pathologists,  bacteriologists  and  assist- 
ant physicians  named  below  have  been  responsible)  are  here 
presented. 

Case  L — S.  M.,  D.  S.  H.,  No.  12211,  Path.  No.  840.  Female,  Z7y  single, 
school-teacher.  Born  in  Cambridge,  Mass.,  of  Irish  parentage.  Was  a  case 
of  dementia  praecox,  katatonic  type,  of  three  years  duration. 

Heredity. — Negative. 

Previous  History. — Patient  taught  school  from  22-sS-  In  August,  1901, 
after  a  period  of  over-work,  the  patient  became  depressed  ("  had  lost  her 
soul");  her  mind  dwelt  on  suicide.  Patient  remained  unoccupied;  two 
weeks  after  onset  of  depression  was  committed  to  McLean  Hospital,  where 
she  showed  languor,  slow  movements,  little  spontaneous  talk,  a  general 
effect  of  emotional  gloom  and  certain  somatic  delusions  ("bowels  gone"). 
A  brief  attack  of  excitement  followed,  with  confusion  and  resistiveness. 
Short  periods  of  excitement  followed  with  later  increasing  inertia,  and 
little  spontaneous  talk.  Seven  weeks  after  commitment  she  began  to  show 
increase  of  muscular  tension  and  had  to  be  tube-fed. 

Patient  was  transferred  to  Danvers  Hospital  April  i,  1903,  and  then 
showed  a  flushed  face,  clammy  skin,  and  considerable  acne.  Pulse  slow  and 
weak,  respirations  shallow. 

The  katatonic  signs  consisted  of  an  evenly  distributed  increase  of  mus- 
cular tension.  Patient  lay  constantly  in  bed,  on  one  side,  with  arms  loosely 
adducted,  hands  clenched,  legs  flexed,  chin  and  knees  drawn  together, 
eye-lids  tightly  closed,  a  fixed'  facial  expression,  with  lips  protruded. 

At  first  patient  would  take  food  from  a  cup,  but  tube-feeding  was  later 
constantly  resorted  to. 

Patient  would  flinch  slightly  to  pin  pricks,  but  would  not  move  limb  even 
if  pin  was  deeply  thrust.  Risus  sardonicus  appeared  at  times.  Occasion- 
ally, the  eye-lids  were  kept  half  closed,  and'  the  eye-balls  rolled  upward. 

Within  six  weeks,  a  slight  physical  failure  was  noted.  Patient  would 
occasionally  speak  at  night.  Later,  talking  spells  occasionally  appeared, 
such  as  "Go  away,"  "Stop  that,"  "Oh,  what  shall  I  do?  I  can't  read. 
Oh,  a  thousand  times.  It  is  nothing  at  all " ;  or  again,  "  I  shall  have  to 
stop  in  this  bed  forever.  God  Almighty  in  Heaven,  here  I  am  talking,  and 
I  have  no  head.  I  am  as  empty  as  space.  There  is  nothing  in  this  bed, 
and  I  have  no  head.  I  have  fixed  everything  wrong.  It  is  terrible.  Look, 
I  am  talking  without  a  head.    It  is  impossible.    Is  it  not?    An  empty  bed. 
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I  am  a  skeleton  bitch.  This  is  a  frightful  impossibility."  Looking  at  her 
hands  she  said,  "  These  are  not  hands.  How  can  I  do  this  talking  without 
a  head?  God  help  me.  It  is  all  wrong.  I  simply  imagine  that  I  see  them. 
There  is  nobody  here,  the  bed  is  empty.  I  don't  know  what  I  am  doing." 
Emaciation  became  rapid  late  in  1903,  and  patient  died  after  a  period  of 
continued  fever. 

Anatomical  Diagnosis  (A.  M.  Barrett). 

Cause  of  Death. — Phthisis  pulmonalis. 

Chronic  Conditions. — Poor  musculature.  Malnutrition.  Bilateral  chronic 
adhesive  (apical  and  posterior)  pleuritis.  Tuberculous  cavity  of  apex  of 
left  lung.  Cavitation  and  disseminated  tuberculosis  of  upper  lobes  of 
both  lungs.  Enlarged  bronchial  lymph  nodes.  Bronchitis.  Chronic  fibrous 
("  milk  patch")  pericarditis. 

Recent  Conditions. —  (Possibly  bronchitis  and  bronchial  lymphnod'itis). 
Fatty  liver  (microscopic  evidence).  Fatty  kidney  (microscopic  evidence, 
slight). 

Nervous  System. — Brain  weight  1090  grams.  Generalized  increase  of 
consistence  of  brain.  Slight  visible  atrophy  of  gyri  of  both  frontal  regions. 
Cerebral  cortex  unusually  dark  in  color,  but  without  puncta  cruenta. 

Case  II. — P.  F.,  D.  S.  H.,  No.  10147,  Path.  No.  991.  Male,  35,  married, 
carpenter.  Born  in  Nova  Scotia  of  Nova  Scotian  parents.  Was  a  case  of 
dementia  prsecox,  paranoid  type. 

Heredity. — Negative. 

Previous  History. — Masturbation;  sexual  excess.  At  21  years  married; 
five  children.  At  31  years  "  nervousness,"  loss  of  confidence,  somato- 
psychic delusions  ("heart  gone,"  "  insides  working").  In  hospital  quiet, 
apathetic,  hypochondriacal.  Discharged  at  35  and  next  year  recommitted. 
Diagnosis,  hypochondriacal  paranoia.  The  diagnosis  was  later  changed 
to  chronic  melancholia.  Emaciation  and  suspicion  of  phthisis  at  38  years. 
Signs  of  phthisis  upon  recommitment  at  D.  S.  H.,  October  25,  1902.  Ex- 
tremities blue,  teeth  poor.  At  first  refused  food.  Groaning  and  complaints 
of  pain  and  abnormal  sensations.  Disorientation  (lack  of  interest?)  for 
time  and  place. 

"  I  can't  speak  because  it  pulls  down  and  pulls  up,  and  is  wound  around 
me."  At  no  time  katatonic  signs,  except  mutism  (possibly  paranoidal 
origin). 

Anatomical  Diagnosis  (A.  M.  Barrett). 

Cause  of  Death. — Phthisis  pulmonalis. 

Chronic  Condition. — Malnutrition.  Poor  musculature.  Chronic  oblitera- 
tive  pleuritis,  bilateral.  Phthisis  pulmonalis,  with  cavitation  and  fibrosis. 
Chronic  persplenitis.  Chronic  interstitial  nephritis.  Exostosis  on  inner 
surface  of  frontal  bone.     Adherent  dura. 

Acute  Condition. — Acute  fibrinous  pericarditis  (organism  of  colon 
group). 

Nervous  System. — Brain  weight  1360  grams.  Slight  generalized  cerebral 
gliosis. 
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Case  III.— R.  O.,  D.  S.  H.,  Nos.  11871,  12756,  Path.  No.  1034.  Male,  35, 
single,  shoe-factory  operative.  Born  in  Italy.  Was  a  case  of  dementia 
praecox,  at  first  paranoid,  later  katatonic,  of  two  years  duration. 

Facts  concerning  heredity  unknown. 

Previous  History. — Emigrated  from  Italy  at  about  23.  Shoe-factory 
operative  of  average  capacity.  Easily  affected  by  alcohol  (some  beer  and 
whiskey  daily).  In  March,  1904,  stated  that  anarchists  and  socialists 
wished  to  kill  him;  that  he  heard  men  talking  and  singing  in  the  next 
room ;  thought  that  people  were  going  to  "do  him,"  and  ceased  to  work 
steadily.  In  the  course  of  five  or  six  weeks  patient  began  to  feel  that  his 
friends  had  turned  against  him,  and  when  a  man  borrowed  his  mandolin 
and  returned  it  minus  one  string,  patient  reasoned  that  he  was  being 
hypnotized.  At  that  time,  the  diagnosis  lay  between  dementia  praecox  and 
alcoholic  insanity,  the  former  preferred. 

Patient  was  committed  to  Danvers  Hospital  April  27,  1904.  Under- 
sized, unusually  hirsute.  There  was  slight  swaying  in  the  Romberg  posi- 
tion. The  knee-jerks  were  exaggerated.  Patient  was  reticent.  At  one 
time  said,  "  There  is  going  to  be  something  this  side  and  then  on  the 
other  side,"  making  signs  with  his  fingers  around  his  head.  Once  asked 
to  play  cards,  snatched  the  cards  from  the  table  and  refused  to  give  them 
up.  Dulness  and  inactivity  increased,  with  a  tendency  to  stupor,  inter- 
spersed with  brighter  intervals.  Nine  months  after  admission,  periods 
with  marked  echopraxia  and  some  cerea  flexibilitas,  with  diminished 
response  to  peripheral  stimuli,  set  in.     Patient  became  reluctant  to  eat. 

Discharged  February  2,  1905,  to  go  to  Italy.  Patient  was  readmitted 
October  5,  1905,  with  mutism,  cerea  flexibilitas,  slight  resistiveness  on 
being  roused,  fixed  facial  expression,  staring  eyes  and  pouting  lips.  Slight 
albuminuria  was  now  demonstrated  for  the  first  time.  Automatism  shortly 
developed,  with  prompt  obedience  to  commands,  such  as  protrusion  of  the 
tongue  for  incision.  Patient  habitually  sat  for  hours  with  hands  spread 
over  knees,  staring  at  the  floor.  Saliva  was  held  in  mouth  for  hours. 
Symptoms  of  pulmonary  gangrene  set  in  and  patient  died  a  week  later, 
January  23,  1906. 

Anatomical  Diagnosis  (E.  E.  Southard). 

Cause  of  Death. — Gangrene  of  right  lung. 

Chronic  Conditions. — Emaciation.  Unequal  pupils.  Irregularity  of  right 
pupils  (iris  narrow  above).  Slight  mitral  valvular  sclerosis.  Small  heart 
(150  grams,  but  left  ventricle  1.5  cm.  thick),  and  small  aorta  (5  cm.  in 
circumference) . 

Acute  Conditions. — Gangrene  of  posterior  portion  of  right  upper  lobe 
of  lung  (culture,  streptococcus  pyogenes  and  diphtheroid  organisms),  with 
acute  fibrinous  pleuritis,  bronchial  edema,  and  swelling  of  bronchial  lymph 
nodes.  Septicemia  (determined  on  culture,  streptococcus  pyogenes  and 
diphtheroid  organisms).     Unusual  hirsuteness. 

Nervous  System. — Brain  weight  1410  grams.  Dentate  nuclei  abnormally 
firm  and  yellowish. 
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Case  IV.— D.  R.,  D.  S.  H.,  No.  7987,  Path.  No.  1062.  Female,  38,  mar- 
ried. Born  in  Nova  Scotia  of  Irish  parentage.  Was  a  case  of  dementia 
praecox,  paranoid  type,  of  eleven  years  duration. 

Facts  of  heredity  unknown. 

Previous  History. — At  the  age  of  28,  about  a  month  before  commitment 
to  D.  S.  H.,  patient  had  been  depressed  and  suicidal,  with  delusions  that 
she  was  being  killed,  had  been  partially  buried,  had  seen  spirits,  had  had 
two  hearts  and  was  immortal.  It  appeared  that  the  patient  had  been 
lately  deserted  by  her  husband  and  much  over-worked.  She  had  had  three 
children,  one  living. 

Shortly  after  admission,  August  31,  1895,  she  was  given  the  diagnosis 
of  primary  delusional  insanity.  She  showed  rales  in  both  apices  and  edema 
of  ankles.  Patient  worked  in  the  laundry.  Was  occasionally  reticent,  but 
at  other  times  freely  stated  her  delusions.  Tooth-aches  and  neuralgic  pains 
she  attributed  to  external  influences.  Was  at  times  abusive,  noisy  and 
obscene.  At  other  times  would  show  no  evidence  of  mental  disorder  for 
several  weeks.  In  the  course  of  two  or  three  years,  physical  inertia  in- 
creased, delusions  could  be  still  elicited,  with  somewhat  less  coherent 
explanations.  Sample  of  conversation :  "  I  was  referring  if  you  thought 
I  felt  well  and  if  it  was  for  your  purpose  to  ask  these  questions.  I  proved 
it  whether  I  am  worthy  of  my  home.  There  are  two  police  stations  and  if 
you  are  acquainted  with  medical  things  you  will  see  the  church  about  me." 
Active  auditory  hallucinations  appeared  at  times.  The  tuberculosis  prob- 
able at  admission  became  definite  10  years  later.  Patient  died  after  a 
terminal  disease  of  about  four  months.  This  patient  apparently  never 
showed  well-defined  katatonic  signs,  unless  occasional  reticence  with  physi- 
cians and  a  single  period  of  mutism  can  be  so  interpreted. 

Anatomical  Diagnosis  (E.  E.  Southard). 

Cause  of  Death. — Phthisis  pulmonalis. 

Chronic  Conditions. — Poor  musculature.  Malnutrition.  Poor  teeth. 
Linese  atrophicae  of  abdominal  skin.  Chronic  obliterative  pleuritis  (right), 
and  extensive  adhesions  of  left  pleura.  Extensive  bilateral  tuberculosis 
with  cavitation  of  lungs  and  bronchitis.  Enlargement  and  induration  of 
bronchial  lymph  nodes  (tuberculosis,  microscopically).  Aortic,  common 
iliac,  internal  iliac  (slight),  renal  (microscopic),  and  (slight)  coronary 
arteriosclerosis.  Fatty  liver  with  (microscopically)  slight  portal  cirrhosis. 
Genitalia  atrophic.  Thyroid  small  (aberrant  thyroid  above  bifurcation  of 
trachea,   right  anterior,   2x1.5x0.5   cm.).     Marrow   of   right  femur   red. 

Nervous  System. — Brain  weight  1260  grams.  Gliosis  of  superior  frontal, 
prefrontal  and  orbital  gyri.  Brain  (except  gliotic  areas  and  occipital 
gyri)  and  spinal  cord  (especially  lumbar)  reduced  in  consistence.  Cere- 
bellar cortex  darker  than  cerebral  cortex. 

Case  V.— M.  R.,  D.  S.  H.,  No.  6531,  Path.  No.  1137.  Male,  35,  single. 
Shoe-factory  operative.  Born  in  Lynn,  Mass.,  of  Irish  parentage.  Was  a 
case  of  dementia  praecox,  at  first  paranoid,  later  at  times  katatonic,  and 
finally  demented;  of  about  15  years  total  duration. 
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Heredity  of  insanity  denied.  Father  possibly  alcoholic.  A  brother  died 
of  tuberculosis. 

Previous  History. — September  i,  1891,  patient  developed  a  delusion  that 
persons  in  an  electric  light  plant  opposite  his  shop  were  putting  currents 
on  him.  Insomnia,  constipation,  lack  of  appetite,  pains  in  the  head  and 
confusion  of  mind  followed,  and  patient  was  committed  to  D.  S.  H., 
October  2,  1891,  with  exaggerated  knee-jerks  and  little  or  no  physical 
disorder.  Apparent  dementia  increased.  Unusual  motions  and  gestures 
could  not  be  explained  by  patient.  At  first  he  worked  well  in  the  brush 
shop,  but  later  ceased  work,  became  mute,  and  sat  still  in  one  place,  smil- 
ing. The  attendant  could  get  patient  to  walk  up  and  down  the  ward. 
Limbs  were  habitually  blue  and  cold.  In  taking  exercise,  a  certain  num- 
ber of  steps  were  always  taken  and  a  certain  crack  in  the  floor  was  fol- 
lowed. When  seated,  the  limbs  were  held  fixed  and  the  mouth  open.  At 
times  the  patient  would  sit  gesticulating  for  long  periods  at  a  time.  Later, 
the  gestures  and  peculiar  attitudes  ceased,  but  mutism  persisted.  Once, 
in  1903,  the  patient  whispered  a  few  words.  There  was  never  any  refusal 
of  food  during  the  Danvers  stay.  Death  January  19,  1906. 
Anatomical  Diagnosis  (E.  E.  Southard). 

Cause  of  Death. — Phthisis  pulmonalis. 

Chronic  Conditions. — Malnutrition.  Chronic  adhesive  pleuritis  of  left 
upper  lobe  and  right  apex.  Mitral  valvular  sclerosis.  Brown  atrophy  of 
heart  muscle.  Small  heart  (170  grams,  but  left  ventricle  1.3  cm.  thick) 
and  small  aorta.  Chronic  interstitial  nephritis.  Dilatation  of  stomach. 
Right  testis  fibrotic. 

Recent  Conditions. — Tuberculous  pneumonia  of  left  lung,  with  acute 
fibrinous  pleuritis.  Bronchopneumonia  of  posterior  portion  of  right  lung. 
Early  enterocolitis  (?)  with  large,  soft  mesenteric  lymph  nodes.  Acute 
splenitis.     Fatty  liver  and  kidney  (both  slight). 

Nervous  System. — Brain  weight  1465  grams.  Superficial  asymmetry  in 
minor  sulci  of  cerebrum.  Microgyria  of  right  superior  parietal  lobule  (no 
certain  evidence  of  atrophy,  but  more  flaring  sulci;  in  particular  the  right 
parieto-occipital  fissure  is  i  cm.  deeper  and  much  wider  than  the  left). 
Focal  chronic  fibrous  leptomeningitis  of  right  parieto-occipital  fissure. 
Consistence  of  brain  diminished  (anterior  poles  least  and  lower  surface 
of  cerebellum  less  than  upper  surface). 

Chemistry. — The  water-content  of  three  portions  of  the  brain  was  deter- 
mined in  the  chemical  laboratory  of  the  Harvard  Medical  School  by  Mr. 
J.  B.  Ayer,  Jr.,  who  found  the  following  percentages :  frontal  region,  75 
per  cent;  parietal,  yy  per  cent;  cerebellum  82  per  cent  water.  These  find- 
ings parallel  the  consistence  noted  with  the  finger.  The  anterior  poles 
were  the  least  softened.  The  low  percentage  of  water  possibly  indicates 
relatively  high  neuroglia  content. 

Case  VI.— G.  B.,  D.  S.  H.,  Nos.  11641,  3238,  Path.  No.  1149.  Male,  57, 
single,  carpenter.  Born  in  Salem,  Mass.,  of  American  stock.  Was  a  case 
of  dementia  praecox,  paranoid  type,  of  perhaps  32  years  duration. 
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Heredity. — Facts  not  known. 

Previous  History. — Was  perhaps  not  "just  right"  from  boyhood.  Had 
certain  delusions  and  may  possibly  have  been  suicidal  early  in  life,  but  was 
shortly  transferred  after  his  first  stay  at  Danvers  to  the  Salem  Almshouse, 
where  he  was  quiet  and  industrious.  Patient  showed  insomnia  at  times 
and  had  sensations  of  "  sparks  of  fire  "  dropping  on  his  head. 

Readmitted  January  i,  1904,  with  signs  suggesting  tuberculosis  at  both 
apices.  A  coarse  tremor  of  extended  tongue,  a  moderately  fine  tremor  of 
extended  fingers,  and  markedly  exaggerated  knee-jerks.  Examination  by 
Dr.  H.  W.  Mitchell  showed  that  the  knee-jerks  are  usually  followed  by 
momentary  clonus  or  tonic  spasm  of  the  leg  followed  by  general  body 
spasm,  which  does  not  seem  to  be  always  the  same.  The  different  move- 
ments depend  upon  the  different  postures  of  the  body  at  the  time  the  knee- 
jerk  is  obtained.  Often  the  same  body  spasm  can  be  gotten  by  a  feint  to 
strike  the  quadriceps  tendon.  Achilles  reflex  is  prompt,  but  not  much  in- 
creased. It  is  followed,  however,  by  various  spasms  of  the  legs,  the  most 
common  being  a  tonic  spasm  of  the  muscles  of  the  leg  and  thigh,  often 
accompanied  by  irregular  spasms  of  muscles  of  the  trunk.  Triceps  and 
biceps  prompt  and  lively  and  followed  by  irregular  body  spasms.  Cre- 
masteric and  abdominal  slight.  Plantar  very  much  increased,  followed  by 
tonic  or  clonic  leg  spasms.  Usually  no  lifting  of  right  toe.  Rarely  a  sug- 
gestion of  Babinsky  reflex.  The  only  physical  stigma  consisted'  in  poorly- 
formed  lobules. 

Auditory  hallucinations  had  been  frequent  for  many  years,  always  in  the 
tones  of  attendants  or  other  bystanders.  There  was  one  episode  of  visual, 
olfactory  and  gustatory  hallucinations  of  an  unpleasant  character. 

Very  characteristic  were  patient's  description  of  peculiar  spiritualistic 
phenomena,  with  "  forerunners  and  communications."  Patient  would  often 
communicate  with  God,  assuming  a  rigid  position,  gazing  into  space,  and 
saying,  "  God,  our  Heavenly  Father,  I  would  like  to  communicate,  if  con- 
venient, don't  discommode  yourself !  "  He  pauses  a  few  moments  and  then 
says,  "  Is  that  you  ?  Is  that  you  really.  Heavenly  Father  ?  Please  come  as 
an  apparition,  as  strong  as  you  can."  Then  in  a  faint  voice,  "  That's  pretty 
good,  pretty  good.  Can  you  come  a  little  stronger,  I  wish  you  would  if 
you  could;  that  pretty  good,  that's  good.  God,  Heavenly  Father,  is 
it  safe  to  show  the  forerunner  in  the  face  of  Dr.  Mitchell?  Are  you  sure, 
perfectly  sure?  All  right."  He  would  then  make  a  peculiar  movement  of 
the  hands  which  he  alleges  is  a  forerunner,  and'  has  the  power  of  destroy- 
ing life.  Asked  to  forecast  the  future,  he  calls  up  God  as  previously,  and 
says,  "  I  wish  to  ask  a  question  in  regard  to  Dr.  Mitchell's  success  in  the 
future?  Is  your  time  precious,  God?  Can  you  spare  it?"  He  turns  to 
the  examiner  and  says,  "  He  is  gone  now  to  examine.  He  examines  by 
astronomy."  In  the  meantime,  patient  converses  pleasantly  about  the 
weather  until  God  calls,  and  later  assures  examiner  that  his  success  is  to  be 
unlimited,  and  that  he  has  received  communication.  Result  of  these  com- 
munications were,  as  a  rule,  optimistic. 

Patient  made  characteristic,  elaborative,  decorative  drawing,  ostensibly 
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for  certain  Masonic  lodges.  In  1905  certain  slight  mannerisms  appeared, 
which  later  grew  more  frequent.  He  would  wet  his  hands  frequently, 
repeat  certain  muscular  movements,  shake  his  body,  and  make  peculiar 
noises  in  his  throat. 

The  patient  died  March  i,  1907,  having  been  taken  the  day  previously 
with  vomiting  and  severe  abdominal  pains. 

Anatomical  Diagnosis  (H.  W.  Mitchell  and  F.  P.  Gay). 

Cause  of  Death. — Tuberculous  enterocolitis  with  ulceration  and  perfora- 
tion with  localized  peritonitis.  Bacillus  coli  communis  in  heart's  blood  at 
autopsy. 

Chronic  Conditions. — Emaciation.  Chronic  fibrous  pericarditis.  Slight 
tricuspid  valvular  sclerosis.  Chronic  obliterative  pleuritis  (left)  and  chronic 
apical  adhesive  pleuritis  (right).  Disseminated  tuberculosis  of  both  lungs. 
Caseating  mesenteric  lymph  nodes.  Chronic  pericholecystitis.  Hepatic 
atrophy  (especially  left  half  of  right  lobe  and  all  of  left  lobe).  Chronic 
splenitis  (marked). 

Acute  Conditions. — See  cause  of  death.    Acute  nephritis. 

Nervous  System. — Brain  weight  1490  grams.  Generalized  cerebral 
sclerosis  (without  visible  atrophy).  Occipital  lobes  firmer  than  rest  of 
brain.  Chronic  fibrous  leptomeningitis,  confined  to  the  superior  frontal 
gyri.  Cerebellum  and  spinal  cord  soft.  Slight  chronic  external  adhesive 
pachymeningitis. 

Case  VH.— R.  S.,  D.  S.  H.,  No.  11863,  Path.  No.  1168.  Female,  24, 
single,  a  weaver  by  occupation.  Born  in  Canada  of  French-Canadian  par- 
entage. Was  a  case  of  dementia  praecox,  hebephrenic  type,  of  four  years 
duration. 

Heredity. — An  aunt  insane. 

Previous  History. — Of  normal  early  development.  Four  years  a  weaver 
in  Massachusetts.  Deserted  by  lover  at  20.  Indifference  and  melancholy, 
auditory  hallucinations,  delusions  of  persecution,  subjective  sensations  of 
heat.    Occasional  attacks  of  violence  and  refusal  to  be  dressed  followed. 

Upon  commitment,  April  22,  1904,  a  slight  tremor  of  tongue,  slight 
albuminuria,  and  semi-adherent  lobules  were  noted.  Patient  was  quiet, 
usually  mute,  indifferent,  occasionally  irritable,  and  resistive.  Patient  lay 
in  bed  with  clothes  pulled  over  her  head  and  would  start  up  suddenly, 
rocking  back  and  forth. 

There  was  an  apparent  amnesia  for  recent  and  remote  events.  Auditory 
hallucinations,  ill-defined  delusions  of  persecution,  a  silly  apathetic  attitude 
persisted.     Mutism  developed  later. 

About  a  year  after  admission,  signs  of  tuberculosis  and  physical  failure 
set  in,  and  17  months  after  admission,  signs  of  tuberculosis  were  detected 
and  tubercle  bacilli  were  found.  Thereafter  patient  grew  brighter  and 
would  occasionally  sing,  but  would  not  talk  and  had  to  be  tube-fed.  The 
knee-jerks,  normal  on  admission,  were  later  lost  (September,  1906). 

The  patient  died  May  4,  1907,  about  14  months  after  onset  of  physical 
failure. 


288  BRAIN    FINDINGS   IN   DEMENTIA   PRECOX. 

Anatomical  Diagnosis  (E.  E.  Southard). 

Cause  of  Death. — Thrombosis  of  left  common  iliac  vein  and  vena  cava 
(unidentified  organisms). 

Chronic  Conditions. — Malnutrition.  Ascites.  Hypertrophic  cirrhosis  of 
liver  (2260  grams).  Chronic  adhesive  pleuritis  (both  upper  lobes). 
Bilateral  phthisis  pulmonalis.  Bronchial  lymph  node  tuberculosis.  Brown 
atrophy  of  heart  muscle.  Slight  mitral  valvular  sclerosis.  Coronary 
arteriosclerosis.  Chronic  gastritis.  Slight  enlargement  of  right  lobe  of 
thyroid  gland. 

Recent  Conditions. — See  cause  of  death.  Edema  of  left  leg.  Fatty 
changes  in  liver  and  kidney.  Acute  perisplenitis  (extension  from  pleural 
process). 

Nervous  System. — "  Brain  weight  1105  grams.  The  cerebral  hemispheres 
show  no  variety  in  consistence  and  suggest  a  slight  softening  of  post-mortem 
origin.  The  convolutions  are  everywhere  of  the  usual  richness  and  ap- 
pearance except  that  the  upper  two-thirds  of  the  postcentral  gyri  appear 
narrower  than  normal,  being  scarce  two-thirds  the  width  of  the  precentral 
gyri.  It  is  impossible  to  make  out  on  section  that  the  underlying  white 
matter  is  firmer  in  the  postcentral  than  the  precentral  gyri.  The  limits 
of  this  lesion  cannot  be  made  out  exactly,  and  the  lesion  probably  repre- 
sents an  anomaly  of  the  postcentral  gyri.  Basal  ganglia  not  remarkable. 
Weight  of  cerebellum,  bulb  and  pons,  145  grams.  The  olives  have  the  con- 
sistence of  those  of  a  normal  brain.  The  right  dentate  nucleus  is  firmer 
than  usual.  There  is  a  suggestion  of  thinning  out  of  the  laminae  in  the 
clival  and  cacuminal  regions. 

Middle  Ears. — Normal. 

Spinal  Cord. — Shows  an  mcrease  of  consistence  in  the  lumbar  region, 
and  several  segments  at  various  points  seem  to  show  a  thinning  out  of  the 
anterior  halves  without,  however,  demonstrable  diminution  in  the  area  of 
cross-section." 

Case  VIII.— J.  O.,  D.  S.  H.,  No.  10862,  Path.  No.  1294.  Female,  2>7, 
married,  housewife.  Born  in  Lynn,  Mass.,  of  Irish  parentage.  Was  a 
case  of  mental  disease,  possibly  dementia  prsecox,  paranoid  type,  of  six 
years  duration. 

Heredity. — Facts  not  known. 

Previous  History. — Patient  was  married  at  23  and  had  four  children, 
three  girls  and  a  boy.  Nineteen  days  after  the  birth  of  the  last  child,  which 
took  place  normally,  except  that  both  legs  had  been  swollen,  patient  be- 
came noisy,  thought  she  was  dying  and  asked  for  the  priest.  She  was 
carried  to  Lynn  Hospital  and  was  there  excited  and  had  auditory  hallu- 
cinations. The  left  leg  had  swollen  much  worse  10  days  after  birth  of 
child. 

Upon  commitment  to  D.  S.  H.  June  5,  1902,  this  leg  was  still  swollen  and 
the  skin  scaling.  The  patient  was  confused  and  suspicious,  at  first  tractable, 
later  resistant,  occasionally  listening  to  imaginary  voices,  stating  '*  they  seem 
to   speak   from   my   hand."     Delusions   were   sometimes   somatic.     When 
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asked  what  was  the  trouble  wth  her,  "  It  is  like  little  bits  of  formed  chil- 
dren. It  makes  me  nervous."  Pointing  to  the  physician's  note-book,  she 
said,  "  That  is  not  saints'  work."  Periods  of  violence  with  biting,  kicking 
and  scratching  would  alternate  with  quiet  and  agreeable  period's.  Food  was 
refused.  Ten  days  later  the  patient  had  become  somewhat  better  and 
developed  some  insight,  and  about  a  month  after  admission  was  apparently 
recovered  from  hallucinations.  Removed  upon  a  visit  by  her  husband,  the 
patient  again  became  depressed,  apprehensive  and  confused.  Heard'  "  rap- 
pings  "  at  night.  Patient  stated,  "  These  things  I  am  telling  you  are  all 
lies,  but  I  have  got  to  say  them,  because  I  have  that  feeling  and  cannot 
explain.  I  feel  as  though  someone  was  compelling  me  to  go  through  with 
it.  This  person  has  a  grudge  against  me."  There  was  considerable  varia- 
tion in  the  development  of  hallucinations.  Patient  spoke  of  queer  doings 
going  on  at  the  hospital  and  talked  about  seeing  "  four  generations  "  walk- 
ing out  of  the  dining-room.  Exceedingly  active  hallucinations  developed 
again  in  November,  1902,  and  patient  broke  glass  to  reach  her  husband, 
who  was  being  crucified.  Patient  became  resistive,  violent,  profane;  would 
then  relapse  into  depression  and  confusion.  Food  was  refused  as  unneces- 
sary. In  February,  1903,  patient  had  become  dull,  would  talk  little,  was 
occasionally  resistive. 

March  9,  1903,  said,  "  When  the  sandbags  came  on  the  ward  for  the  old 
lady  with  the  fracture,  the  Lord  said  even  the  sandbag  liked  her  because 
she  had  sandbags  at  the  Lynn  Hospital,  and  she  used  to  go  to  the  beaches 
too."  Occasionally  talked  in  a  grandiose  way  about  being  St.  Johanna. 
Occasionally  struck  patients  without  provocation,  and  would  frequently 
run  the  length  of  the  ward  for  no  apparent  reason.  Patient  often  spoke  of 
herself  in  the  third  person  and  often  knelt  in  an  attitude  of  prayer.  While 
walking  attempted  to  touch  every  tree.  Patient  began  to  refuse  to  dress 
and  take  care  of  her  room.  Conversation  became  loose  and  contained  many 
meaningless  phrases :  "  Why  did  you  come  here  ?  You  hear  me  and  you 
know  my  reports  as  a  queen.  Yes,  I  am  the  queen  of  England.  I  was 
known  as  Mrs.  Page  in  the  hospital.  The  carriages  and  horses  are  all  in 
my  name.  Do  you  deny  it,  Johnnie?  Who  do  you  mean?  Nothing  new. 
I  have  all  my  money  invested.    I  have  my  own  rights  and  places  up  there." 

In  1907  the  patient  was  transferred  to  the  tuberculosis  ward  and  there 
died  December  14,  1908.  Toward  the  close  of  life,  knee-jerks  had  been 
exaggerated.  There  was  apparent  amnesia,  and  only  partial  orientation 
could  be  demonstrated. 

Anatomical  Diagnosis  (A.  H.  Peabody  and  M.  M.  Canavan). 

Cause  of  Death. — Phthisis  pulmonalis  and  tuberculous  enteritis  with 
ulceration. 

Chronic  Conditions. — Malnutrition.  Slight  ascites,  hydrothorax,  and 
edema  of  ankles.  Hydropericardium.  SHght  chronic  fibrous  endocarditis. 
Chronic  obliterative  pleuritis  (right).  Chronic  apical  pleuritis  (left). 
Ovarian  atrophy.  Erosion  of  cervix.  Tuberculous  ulceraton  of  colon. 
Enlarged  lymph  nodes  near  cecum  and  along  aorta.     Cavitation  of  left 
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Upper  lobe.  Disseminated  tuberculosis  of  right  lung.  Enlarged  bronchial 
lymph  nodes.  Calvarium  dense.  Slight  chronic  external  adhesive  pachy- 
meningitis. 

Acute  Conditions. — Acute  nephritis. 

Nervous  System. — Slight  chronic  leptomeningitis  with  adhesions  at 
frontal  and  temporal  tips.  Brain  weight  1120  grams.  Generalized  increase 
of  consistence  of  cerebrum  (especially  frontal  and  occipital),  pons,  and 
cerebellum. 

Case  IX.— J.  W.,  D.  S.  H.,  No.  14591,  Path.  No.  1298.  Female,  36,  mar- 
ried, housewife.  Born  in  Dracut,  Mass.,  of  Irish  parentage.  Was  a  case 
of  dementia  prsecox,  katatonic  type,  of  about  nine  months  duration. 

Heredity. — Negative.    One  brother  and  one  sister  died  of  tuberculosis. 

Previous  History. — Healthy  as  a  child.  A  good  student,  disposed  to 
quick  temper.  Married  at  25.  Miscarriage  at  five  months,  followed  by 
three  boys  and  a  girl.     Became  nervous  and  run  down  at  34  years. 

Present  Illness. — Onset  of  pain  in  right  side  about  April  i,  1908.  Several 
weeks  later  patient  dropped  her  work  complaining  of  "  physical  incapacity 
and  pain  in  the  chest."  Insomnia  and  brooding  followed  and  in  June  patient 
complained  of  having  tuberculosis,  but  said  she  could  not  get  well.  After 
a  vacation  she  began  in  August  to  worry  more.  She  was  once  disposed  to 
jump  out  of  a  window  and  several  times  stated  that  relatives  were  trying 
to  cut  her  up.  She  feared  poison  in  her  food.  There  were  spells  of  loose- 
ness of  bowels  followed  by  constipation. 

Patient  was  committed  to  D.  S.  H.  October  6,  1908.  Partially  adherent 
lobules  of  ears.  Slight  hypertrichosis  of  upper  lip.  Gothic  palate.  Teeth 
in  poor  condition.  Atrophy  of  breasts.  Expansion  of  right  lung  less  than 
that  of  right.  Slight  resistance  of  passive  movements.  Upon  admission 
patient  chiefly  lay  in  bed  as  a  rule  with  her  eyes  full  of  tears,  moved  very 
slowly  and  expressed  the  idea  that  every  one  was  trying  to  hurt  her. 
Patient's  emotional  reactions  were  very  slight,  although  stating  that  deep 
palpation  of  the  abdomen  hurt  her.  Her  expression  gave  no  signs  of  pain. 
Although  describing  fear  of  being  hurt,  she  gave  no  further  evidence  of  fear. 
At  first  appeared  depressed'  and  retarded,  she  later  improved.  Had  a  spell 
of  untidiness,  became  more  active,  gave  irrelevant  replies,  and  showed 
inertia  suggesting  dementia  praecox.  The  diagnosis  of  manic  depressive 
insanity,  depressed  phase,  was  first  made,  largely  based  on  retardation  in 
conversation  and  movements.  In  the  middle  of  December,  1908,  patient 
again  became  untidy  and  sat  on  floor;  showed  certain  physical  failure. 
Her  conversation  was  limited  largely  to  "  I  want  to  go  home."  Without 
definite  proof  of  tuberculosis,  she  was  placed  in  the  building  for  tubercu- 
losis, and  there  showed  restlessness,  negativism,  a  tendency  to  pulling  bed 
clothes  from  other  patients  and  untidiness.  There  were  several  slight  rises 
of  temperature.  January  7,  1909,  patient  had  a  severe  generalized  convulsion, 
after  which  time  she  lost  weight,  became  unable  to  speak  and  to  swal- 
low easily.  She  mentioned  slight  headache  in  the  last  few  days  of  her  life. 
Death  January  16,  1909. 
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Anatomical  Diagnosis  (M.  M.  Canavan  and  C.  G.  McGaffin.) 

Cause  of  Death. — Ileocolitis  with  ileac  ulceration.  Infection  of  cerebro- 
spinal fluid  with  organism  resembling  bacillus  of  fowl-cholera. 

Chronic  Conditions. — Malnutrition.  Sacral  and  trochanteric  decubitus. 
Teeth  poor.  Gastroptosis.  Chronic  perisplenitis.  Chronic  periappendicitis. 
Chronic  adhesive  apical  pleuritis.  Slight  chronic  parietal  endocarditis. 
Mitral  valvular  sclerosis.  Small  vegetation  of  aortic  valve.  Slight  aortic 
sclerosis.  Tuberculosis  of  apices.  Slight  cirrhosis  of  liver  with  fatty 
change.  Chronic  purulent  cholecystitis.  Laceration  of  cervix.  Chronic 
external  adhesive  pachymeningitis  over  vortex. 

Acute  Conditions. — Tumor  of  left  kidney.  Acute  nephritis  (pyelo  neph- 
ritis?). Acute  endocervicitis.  Thrombus  of  left  internal  iliac  artery.  Uulcers 
of  ileum.    Injection  of  jejunum,  ileum,  colon  and  rectum. 

Nervous  System. — Pia  faintly  injected  and  adherent  to  dura  over  left 
middle  frontal  in  an  area  i  x  i  cm.  in  diameter,  16  cm.  from  tip  of  pole. 
Pia  is  raised  from  the  brain  by  a  clear  fluid  over  the  vertex  region.  Pia 
slightly  cloudy  over  vessels,  but  strips  from  cortex  smoothly.  Hemispheres 
equal  in  size  and  in  general  slightly  firmer  than  normal.  The  left  second 
temporal  convolution  is  more  prominent  than  others  of  its  side  or  the  oppo- 
site temporal  convolutions.  The  left  precentral  gyrus  measures  on  mesial 
aspect  2  cm.,  left  postcentral  1.5  cm.  The  right  precentral  measures  on 
mesial  aspect  5  cm.;  the  right  postcentral  i  cm.  Sulci  around  right  post- 
central gaping.  Cut  sections  show  the  postcentrals  to  have  faint  and  thin 
grey  matter  and  their  white  matter  shrinks  from  the  knife.  The  ventricles 
are  smooth.  Ganglia  normal.  Basal  vessels  not  notable.  Sections  of  the 
brain  show  no  further  gross  lesions. 

Brain  weight  1300  grams.     Pons  and  cerebellum  190  grams. 

Middle  Ears. — Gasserian  ganglia  and  cord  not  notable. 

Case  X.— M.  M.,  D.  S.  H.,  Nos.  2874,  11624,  Path.  No.  1303.  Female, 
single,  55,  compositor.  Born  in  Peabody,  Mass.,  of  American  parentage. 
Was  a  case  of  dementia  praecox,  observed  in  a  terminal  stage. 

Heredity. — An  uncle  insane  at  D.  S.  H. 

Previous  History. — Patient  was  admitted  to  D.  S.  H.  with  diagnosis  of 
chronic  mania  (duration  six  months)  June  6,  1883,  and  was  discharged 
unimproved  to  Salem  Almshouse  August  28,  1885.  At  29  believed  she  was 
a  clairvoyant ;  apparently  had  auditory  hallucinations.  Complained  of  pains 
in  throat  and  constantly  spitting  blood.  "  Could  feel  other  people's  in- 
juries." Excitement  on  admission;  assumption  of  absurd  attitudes  and 
declamation.  Disconnection  on  talk.  Made  mysterious  mention  of  Masonic 
signs.  More  active  delusions  brought  out  by  menstruation.  Her  delusions 
dealt  chiefly  with  injuries  brought  upon  others  which  she  could  feel.  At 
Salem  Almshouse  the  dementia  advanced.  She  had  a  vagrant  tendency 
and  was  resistive. 

Upon  second  admission  to  D.  S.  H.  January  4,  1904,  patient  showed  a 
heavy  growth  of  hair  on  chin  and  upper  lip;  a  narrow  high  palate  and 
slight  arcus   senilis.     Exaggerated  knee-jerks,  continuous  tremor  of  lips, 
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slight  lingual  tremor,  inconstant  tremor  of  hands,  slight  peripheral  arterio- 
sclerosis, and  signs  of  aortic  valve  sclerosis.  Mentally,  patient  talked  discon- 
nectedly in  answer  to  questions.  Failed  to  occupy  herself  in  any  way; 
wore  an  unchanging  facial  expression.  Claimed  to  have  been  dead  and 
reborn  many  times.  Persistently  stated  that  she  bore  another  name  than 
her  own  and  showed  an  apparent  defect  of  memory  for  both  recent  and 
remote  impressions.  Was  unable  to  make  her  way  about  the  ward.  Sample 
of  conversation :  "  We  don't  know  whether  it  is  Heaven  or  earth  we  are 
sitting  in.  The  house  feels  such  a  move.  It  moved  right  along  this  morn- 
ing like  a  train.  You  were  marked  when  you  came  in."  Do  you  hear 
voices  sometimes ?  "I  hear  the  occupants  of  another  world."  Do  you 
have  any  thoughts  ?  "  When  I  read  books."  Do  you  read  books  ?  "  Some- 
times. I  believe  I  am  a  baby  with  all  these  attacks."  What  attacks  ?  "  The 
attacks,  points,  and  scoops."  Are  you  out  of  your  mind?  "You  have  got 
to  pray  to  God  to  get  out  of  this  building.  My  father  told  me  I  would  be 
the  Lord's  wife.  He  told  me  to  obey  my  husband  and  my  Lord."  How 
long  have  you  been  married ?  "I  can't  tell,  a  number  of  years.  I  have 
been  a  baby  since  I  have  been  married." 

Again,  Why  were  you  sent  here  ?  "  Because  I  pushed  the  bed  back  and 
a  bullet  came  through  the  wall.  I  was  chewed  and  born  and  clambered 
and  went  through  shambles,"  Why  were  you  sent  here  ?  "  Because  there 
were  so  many  thieves  around."  What  did  you  do ?  "I  started  my  nun 
work  and  read  my  Bible  in  my  room,  thank  God  and  all  God." 

Patient  at  Middleton  Colony  restless  and  vagrant.  In  last  few  months 
the  patient  grew  careless  of  dress  and  showed  mannerisms,  stereotyped 
movements,  resistiveness  and  severe  Bright's  disease.  Death  February  16, 
1909. 

Anatomical  Diagnosis    (A.  H.  Peabody  and  C.  G.  McGaffin). 

Cause  of  Death. — Chronic  diffuse  nephritis  and  acute  bronchitis. 

Chronic  Conditions. — Malnutrition.  Slight  sacral  decubitus.  Aortic 
valvular  sclerosis  (foci  of  calcification).  Slight  aortic  sclerosis.  Coronary 
arteriosclerosis.  Dilated  stomach.  Chronic  diffuse  nephritis.  Chronic 
perisplenitis.  Mural  and  subperitoneal  fibromyomata  of  uterus.  Atrophy 
of  ovaries.  Calvarium  dense.  Exostosis  of  frontal  bone.  Adherent  dura. 
Chronic  tympanitis  auris.     Calcification  in  falx  cerebri. 

Acute  Conditions. — Acute  bronchitis.  Slight  enlargement  of  mesenteric 
lymph  nodes.     Abrasions  of  forehead  and  left  hand. 

Nervous  System. — Brain  weight  1220  grams.  Chronic  fibrous  lepto- 
meningitis of  vertex,  along  sulci  at  base  of  brain  and  over  cerebellar  cis- 
terna.  Generalized  increase  of  consistence  of  brain.  Pigmentation  of 
cerebral  grey  matter. 

Case  XL— E.  F.,  D.  S.  H.,  No.  13582,  Path.  No.  1310.  Female,  28, 
single,  mill  operative.  Born  at  Manchester,  N.  H.,  of  Scotch-Irish  parent- 
age. Was  a  case  of  dementia  prsecox  probably  of  hebephrenic  type,  pos- 
sibly, originally  imbecile.  The  total  duration  of  the  dementia  praecox 
features  was  perhaps  four  years. 
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Heredity. — Facts  unknown.     Insanity  in  family  denied. 

Previous  History — Patient  always  of  subnormal  mental  capacity.  "  Pecu- 
liar, stupid,  and  ugly."  Dull  and  backward  at  school.  Worked  steadily 
in  a  mill,  but  never  saved  money.  Was  sullen  and  cranky.  At  24  years 
irritability,  indolence,  untidiness,  aimless  wandering  and  increasing  silliness 
set  in.  A  tendency  to  gluttony.  The  police  often  picked  her  up  on  the 
street  at  night. 

Patient  was  admitted  to  D.  S.  H.  April  5,  1907.  Adherent  ear  lobules. 
High  arching  palate.  Acne  eruption.  Gait  peculiar,  at  times  normal,  at 
times  patient  swings  one  foot  in  front  of  the  other  and  totters  back  and 
forth  (mannerism?).  Occasionally  turns  and  twists  her  fingers  about  in 
a  stereotyped  way,  touching  objects  with  finger  tips.  Knee-jerks  exag- 
gerated. Patient  smiled  and  grinned,  was  untidy,  and  habitually  lay  in 
bed  with  clothes  over  her  head.  Patient  mute  except  on  repeated  ques- 
tioning, when  an  occasional  "  yes  "  or  "  no  "  could  be  elicited.  Later  patient 
became  more  tidy  and  again  untidy.  Patient  was  apparently  not  oriented 
while  in  hospital  and  showed  amnesia  and  defective  impressibility. 

Developing  fever  in  November,  1908,  she  was  transferred  to  the  tubercu- 
losis building,  where  she  grew  weaker  and  died  March  22,  1909. 

Anatomical  Diagnosis  (C.  G.  McGaffin  and  N.  B.  Burns). 

Cause  of  Death. — Phthisis  pulmonalis. 

Chronic  Conditions. — Malnutrition.  Unequal  pupils.  Asymmetry  of 
thorax.  Marked  mitral  sclerosis.  Hypertrophy  of  left  ventricle.  Hydro- 
pericardium.  Chronic  adhesive  pleuritis  of  anterior  portion  of  left  lung. 
Tuberculosis,  with  cavitation  of  left  lung,  and  slightly  of  right  lung.  En- 
larged bronchial  lymph  nodes.  Chronic  passive  congestion  of  liver.  Dex- 
troflexion  of  uterus.    Thyroid  gland  small.     Cyst  of  left  Fallopian  tube. 

Acute  Conditions. — Thrombosis  of  left  auricle,  staphylococcus  septicemia. 

Nervous  System. — Gliosis  of  both  frontal  regions.  Atrophy  (or  aplasia?) 
of  left  postcentral  gyrus.  Left  precentral  gyrus  broader  than  right.  Brain 
weight  1300  grams. 

Case  XH.— M.  C,  D.  S.  H.,  No.  12143,  Path.  No.  1317.  Female,  44, 
single,  mill  operative.  Born  in  Ireland ;  father  English,  mother  Irish.  Was 
a  case  of  dementia  praecox  of  paranoid  type  of  21  years  standing. 

Heredity. — Father  intemperate. 

Previous  History. — Patient  a  woman  of  ordinary  mental  capacity.  Lim- 
ited education;  of  melancholy  and  reserved  tendency.  Attack  began  at  23 
with  insomnia  and  anorexia,  followed  later  by  auditory  hallucinations,  fear, 
desire  to  become  a  nun,  and  wandering  tendency. 

On  admission  to  D.  S.  H.,  October  25,  1897,  the  diagnosis  of  primary 
dementia  was  made.  Patient  was  resistive,  repeating,  "Oh,  my  God  pro- 
tect me."  Had  auditory  hallucinations  and  various  delusions,  sometimes 
religious.  Mutism,  refused  to  eat,  restlessness,  later  increased  stupidity, 
untidiness,  and  troublesome  activity.  In  1890  patient  was  able  to  work  in 
the  laundry,  but  in  1893  became  quarrelsome  and  violent,  often  laughed  in 
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meaningless  fashion  and  could  not  be  prevailed  upon  to  answer  questions. 
Removed  to  Lawrence  Almshouse  June,  1893. 

Recommitted  to  D.  S.  H.  August  31,  1904.  Patient  sat  about  idly  talk- 
ing to  herself  or  laughing  in  a  silly  manner  and  if  permitted  would  wear 
four  or  five  aprons.  Her  speech  was  peculiar  and  babyish  and'  many  re- 
plies were  in  whispers.  Disorientation  was  apparently  complete.  Memory 
for  recent  and  remote  events  was  poorly  preserved.  Grimaces  and  various 
mannerisms.  Patient  would  for  long  periods  sit  about  listlessly  and  then 
become  talkative.  At  times  patient  became  quarrelsome ;  noisy  at  night  and 
resistive. 

Cancer  of  left  breast  was  noted  in  July,  1908.     Operation  November  30, 

1908.  Had  no  effect  on  mental  state.  Death  from  metastases  May  1% 
1909. 

Anatomical  Diagnosis    (A.  H.  Peabody  and  M.  M.  Canavan). 

Cause  of  Death. — Multiple  metastatic  carcinomatosis. 

Chronic  Conditions. — Inequality  of  pupils.  Edema  of  ankles.  Brown 
atrophy  heart  muscle.  Slight  coronary  arteriosclerosis.  Chronic  peri- 
appendicitis. Chronic  adhesive  pleuritis.  Lateral  misplacement  of  uterus. 
Chronic  gastritis.  Surgical  removal  of  left  breast  (carcinoma).  Carci- 
noma of  axillary  lymph  nodes,  left  lungs,  bronchial  lymph  nodes,  and  liver. 

Acute  Conditions. — Icterus.  Hemorrhagic  conjunctivitis.  Hemorrhagic 
endometritis.    Acute  nephritis.     Hypostatic  pneumonia. 

Nervous  System. — Adherent  dura.  Chronic  fibrous  leptomeningitis,  along 
sulci.    Cervical  spinal  cord  firm.    Brain  weight  1210  grams. 

Case  XIIL— M.  K.,  D.  S.  H.,  No.  14597,  Path.  No.  1319.  Female,  31, 
married,  mill  operative.  Born  in  Ireland.  Was  a  case  of  dementia  praecox 
of  the  paranoid  type  (possibly  imbecile)  of  eight  years  duration. 

Heredity. — Sister  epileptic. 

Previous  History. — Poor  scholar  and  truant  in  convent  school  in  Ireland. 
House  work  and  mill  work  after  coming  to  America  at  15.  Married  at  18; 
three  children,  followed  by  separation.  Illegitimate  child  at  23.  An  at- 
tempt at  suicide  is  asserted  at  23-24.  History  before  commitment  is 
limited.     Insomnia  and  street-walking  are  reported. 

Commitment  to  D.  S.  H.  October  10,  1908.  Slight  coarse  tremor  of 
fingers  and  tongue.  Patient  dull  and  apathetic.  Lay  quietly  in  bed  look- 
ing at  one  point  on  ceiling  as  if  hallucinated.  Orientation  imperfect. 
School  knowledge  and  calculating  ability  deficient.  Memory  somewhat  im- 
paired for  remote  events;  still  more  impaired  for  recent  events.  It  later 
transpired  that  she  could  see  the  Virgin  Mary  at  any  time.  Patient  at  times 
sang  religious  strains.  Muscular  movements  were  in  general  slow  and"  lan- 
guid. She  was  apt  to  assume  attitudes  suggesting  those  of  saints  in  religious 
pictures.     Once  she  betrayed  a  fear  that  men  were  after  her.     In  January, 

1909,  she  had  become  at  times  resistive  and  fearful.  She  was  tube-fed 
several  times.  At  times  patient  stated  that  she  had  a  bad  taste  in  her 
mouth. 

Died  May  28,  1909,  of  colitis. 
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Anatomical  Diagnosis    (A.  H.  Peabody  and  M.  M.   Canavan). 

Cause  of  Death. — Acute  follicular  colitis. 

Chronic  Conditions. — Malnutrition.  Inequality  of  pupils.  Edema  of 
ankles.  Ascites.  Chronic  adhesive  pleuritis,  left.  Chronic  fibrous  peri- 
carditis. Chronic  fibrous  endocarditis.  Aortic  sclerosis.  Tuberculosis  of 
left  apex.  Chronic  perisplenitis.  Renal  arteriosclerosis.  Chronic  diffuse 
nephritis.  Slight  cirrhosis  of  liver.  Chronic  endocervicitis.  Calvarium 
dense. 

Acute  Conditions. — Acute  nephritis.  Acute  jejunitis,  ileitis  and'  colitis. 
Acute  proctitis.    Acute  vaginitis. 

Nervous  System. — Cervical  spinal  cord  large.  Slight  chronic  lepto- 
meningitis especially  basal.    Brain  weight  1250  grams. 

Case  XIV.— F.  O.,  D.  S.  H.,  Nos.  8471,  13648,  Path.  No.  1335.  Male,  32, 
single,  shoemaker,  born  in  Lynn,  Mass.  Father  born  in  Massachusetts; 
mother  born  in  Nova  Scotia.  Was  a  case  of  dementia  praecox,  katatonic 
type,  of  20  years  duration. 

Heredity. — Paternal  grandfather  alcoholic. 

Previous  History. — At  12  years  an  attack  of  confusion  and  more  or  less 
unconsciousness  lasting  two  weeks.  Pains  in  back  and  head  at  intervals 
for  years.  At  18  years  spells  of  laughter  and  boisterousness,  delusions  of 
being  mesmerized,  elation  and  depression  spells,  insomnia,  threats  of  vio- 
lence and  suicide. 

On  commitment  to  D.  S.  H.,  October  2^,  1896,  patient  was  talkative  and 
expressed  numerous  delusions  and  pseudoscientific  theories.  "  The  moon 
is  the  blind  eye  of  some  animal.  There  is  a  change  every  thousand  years, 
so  the  men  of  a  thousand  years  ago  are  now  women,  and  vice  versa.  The 
reason  why  the  Egyptians  are  so  small  is  because  he  put  vitriol  into  them 
a  thousand  years  ago,  and  it  is  all  described  in  the  inscriptions.  He  has 
the  shoulders  of  an  Egyptian,  the  head  of  Napoleon  or  an  Italian,  and  his 
limbs  are  French.  We  are  all  being  continually  acted  upon  by  minerals, 
herbs,  electricity,  and  magnetism,  and  one  person's  brain  acts  directly  upon 
another's." 

The  physical  condition  was  well  maintained.  There  was  a  progressive 
apathy,  with  occasional  noisy  spells  and  unprovoked  assaults  on  patients. 
In  1898  assigned  historic  parts  to  officers :  head  supervisor  was  Mrs. 
Grover  Cleveland,  superintendent  was  Napoleon,  the  pathologist  was 
Daniel  Webster,  etc.    Much  profane,  obscene  and  foolish  talk. 

Later,  patient  was  habitually  found  mumbling  and  laughing  foolishly  on 
a  settee.  Eczema  of  buttocks  and  scrotum  from  dribbling  of  urine.  Dysen- 
tery in  September,  1904.     The  urine  then  began  to  show  albumin. 

Patient's  apathy  occasionally  gave  place  to  excitement,  denudative  spells, 
and  the  expression  of  extravagant  delusions. 

Transferred  to  Foxboro  State  Hospital  March  5,  1907.  Readmitted  to 
D.  S.  H.  May  10,  1907.  Untidy,  manneristic,  with  tendency  to  hold  fixed 
positions.  Placed  in  tuberculosis  building  in  1908,  where  he  had  spells  of 
noise-making.     Diarrhoea  set  in  in  July,  1909,  but  there  was  no  blood  or 
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mucus  in  the  stools.  Toward  the  close,  patient  could  not  keep  a  straight 
line  in  walking.  Patient's  characteristic  position  was  similar,  lying,  stand- 
ing, and  walking,  and  consisted  in  a  curled-up  stoop  with  arms  folded 
over  abdomen. 

Death  suddenly,  after  a  gradual  exhaustion,  August  21,  1909. 

Anatomical  Diagnosis  (M.  M.  Canavan  and  A.  A.  Hornor). 

Cause  of  Death. — Phthisis  pulmonalis.     Intestinal  obstruction. 

Chronic  Conditions. — Malnutrition.  Dilatation  of  pupils,  oval  from  above 
downwards.  Scaling  and  pigmentation  of  skin.  Chronic  focal  adhesive 
peritonitis.  Chronic  adhesive  apical  pleuritis  (left).  Hydrothorax  (right). 
Heart  small  (145  grams).  Slight  chronic  fibrous  endocarditis  (left  ven- 
tricle). Tuberculosis  of  apex  of  left  lung.  Tuberculosis  with  cavitation  of 
right  lung.  Liver  weight  940  grams.  Cystitis  and  prostatitis.  Slightly 
adherent  dura.     Chronic  tympanitis  auris  (left). 

Acute  and  Recent  Conditions. — Intestinal  obstruction.  Acute  jejunitis 
and  ileitis.     Mesenteric  lymphnoditis.     Acute  nephritis. 

Nervous  System. — Spinal  cord  small.  Chronic  leptomeningitis  along 
sulci  of  vertex,  in  Sylvian  fissures,  and  at  base  of  brain.  Thrombi  of 
superior  longitudinal  and  left  lateral  sinuses. 

Case  XV.— M.  D.,  D.  S.  H.,  Nos.  10098,  10580,  Path.  No.  1358.  Male, 
24,  single,  shoemaker.  Born  in  New  Brunswick  of  Irish-Canadian  parent- 
age.   Was  a  case  of  dementia  prsecox,  katatonic  type,  of  10  years  duration. 

Heredity. — Unknown.     Orphan. 

Previous  History. — Two  years  before  commitment,  malaria  with  refusal 
to  talk  (patient's  statement).  Normal  to  15  years,  of  average  school 
capacity.  Ten  days  before  commitment  patient  had  spells  of  crying,  jump- 
ing, shouting,  and  incoherent  talk,  with  refusal  of  food  for  about  a  week. 
Patient  believed  he  had  appendicitis.  Urine  was  drawn  with  catheter  four 
or  five  days  before  commitment.  Headache  during  two  nights  before 
commitment. 

Commitment  D.  S.  H.  September  15,  1900.  Nose  asymmetrical.  Mal- 
nutrition. Depression  explained  by  patient  as  due  to  lack  of  sleep,  having 
no  mother  and  lack  of  appetite.  Patient  was  dazed  and  bewildered,  re- 
fused food,  was  at  times  normal,  later  mute,  untidy,  resistive.  The  kata- 
tonic symptoms  then  diminished,  and  patient  could  be  got  to  take  food. 
Periods  of  mutism  and  fixed  attitudes  alternated  with  brighter  and  more 
responsive  periods.  Late  in  1900  he  had  become  apathetic,  but  worked  in 
the  dining-room,  occasionally  noisy  and  mischievous.  Tonsillitis  in  March, 
1901.  Weight  and  physique  had  in  general  much  improved.  Active  symp- 
toms then  almost  wholly  ceased,  and  patient  was  discharged  April  i,  1901. 

After  discharge,  patient  worked  well  in  shoe  shop  and  drove  team  ac- 
ceptably to  employers.  On  being  taken  to  learn  a  trade  in  Boston,  August, 
1901,  he  stayed  but  two  weeks,  and  returned  erratic,  boastful,  profane, 
threatening,  and  was  recommitted  October  12,  1901,  in  approximately  per- 
fect physical  health. 

As  a  rule  surly  and  profane,  patient  was  sometimes  tractable  (November 
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1901;  February  to  July,  1902;  September  to  January,  1903).  Occasionally 
untidy.  Often  restless,  sleepless,  and  annoying  to  helpless  patients.  A 
second  attack  of  follicular  tonsillitis  September,  1902. 

April,  1904,  confusion,  peculiar  way  of  putting  on  clothes,  swaggering 
about,  mutism  or  incoherent  responses  to  questions,  facial  grimaces,  twitch- 
ing of  facial  muscles.  November  and  December,  1904,  orderly  and  tract- 
able, though  apathetic,  correspondent  with  an  attack  somewhat  suggestive 
of  typhoid  fever  (positive  Widal  reaction  in  second  week). 

During  1905  and  1906,  patient  was  apathetic,  idle,  properly  oriented,  and 
had  very  good  memory. 

In  the  spring  of  1906  patient  grew  depressed  and  unwilling  to  eat,  became 
untidy,  mumbling,  and  disoriented,  and  during  July  and  August  became 
restless,  excited,  given  to  running  about  making  peculiar  movements  and 
assaulting  helpless  patients,    A  period  of  quiet  dulness  followed. 

Patient's  weight  increased;  he  was  given  parole  privileges. 

In  February,  1909,  patient  grew  despondent  and  untidy,  often  refused 
food,  and  took  to  continual  praying.  In  August  dysentery  set  in,  with 
persistent  diarrhoea;  mutism  and  occasional  prayers. 

Sudden  collapse  set  in  on  November  18,  1909.  Death.  Patient  mumbled 
a  few  words  to  physician  on  day  of  death. 

Anatomical  Diagnosis  (H.  M.  Adler  and  M.  M.  Canavan). 

Cause  of  Death. — Acute  ulcerative  ileocolitis  (bacillary  dysentery). 

Chronic  Conditions. — Malnutrition.  Unequal  pupils.  Trochanteric  de- 
cubitus. Chronic  appendicitis.  Chronic  obliterative  pleuritis  (right). 
Obsolete  tuberculosis  of  left  apex.  Chronic  perisplenitis.  Chronic  gas- 
tritis. Cystitis  (thickened  wall).  Calcification  of  lymph  node  near  pan- 
creas,    Calvarium  thick.     Slightly  adherent  dura  mater. 

Acute  Conditions. — Acute  ileocitis.  Enlargement  of  mesenteric  lymph 
nodes.  Acute  bronchitis  (right).  Acute  splenitis.  Fatty  changes  of  liver 
and  (slight)  kidneys. 

Nervous  System. — Sclerosis  of  left  inferior  frontal  gyrus.  Brain  weight 
1200  grams.  Slight  chronic  fibrous  leptomeningitis.  Lumbar  spinal  cord 
soft. 

In  seeking  for  correlations  in  these  data,  let  us  first  inquire 
how  many  of  the  lesions  described  can  safely  or  probably  be  re- 
garded as  congenital  anomalies  or  lesions  acquired  long  prior  to 
mental  change.  For  a  proper  judgment  here  we  shall  need  to 
take  into  account  not  merely  the  lesions  in  question,  but  the  total 
clinical  and  anatomical  impression  presented  by  each  case. 

I,  840.  A  woman  of  Irish  extraction,  a  capable  school-teacher  for  13 
years,  developed  at  35  after  over-work,  a  depressed,  delusive,  languid 
state,  upon  which  typical  katatonic  symptoms  shortly  supervened,  and  died 
of  phthisis  at  Z7-  Possibly  the  brain  was  somewhat  atrophied,  but  not 
visibly  so,  save  in  the  frontal  regions.  Although  visible  generalized  atrophy 
cannot  be  asserted,  there  was  a  palpable  generalized  gliosis.    {Acquired.) 
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II,  991.  A  Nova  Scotian  carpenter,  given  to  frequent  masturbation  and 
later  to  excess  in  venery,  developed  a  mental  disease  at  24  variously  diag- 
nosed in  different  State  hospitals  as  "  hypochondriacal  paranoia,"  "  chronic 
melancholia,"  "neurasthenia,"  is  said  to  have  threatened  suicide,  com- 
plained of  pain,  abnormal  sensations  ("brain  and  legs  whirling  round"; 
"  I  can't  speak,  because  it  pulls  down  and  up  and  wound  around  me  " — 
making  motions  from  abdomen  to  neck),  was  hypochondriacal,  eventually 
answered  only  in  monosyllables,  developed  tuberculosis  and  died'  at  35. 
Slight  generalized  cerebral  gliosis,  without  visible  atrophy.    (Acquired.) 

III,  1034.  An  Italian  immigrant,  for  10  years  a  shoe  operative  of  aver- 
age capacity,  somewhat  easily  affected  by  alcohol,  developed  at  33  auditory 
hallucinations  and  persecutory  delusions,  later  grew  dull,  reticent,  given 
to  impulsive  acts,  and  then  showed  echopraxia,  cerea  flexibilitas,  mutism, 
at  times  automatism ;  died  of  pulmonary  gangrene  at  35.  A  kind  of  simian 
hirsuteness  and  hypoplasia  of  heart  and  aorta  perhaps  suggest  "  degener- 
acy." The  pupils  also  were  unequal  and  one  was  oval.  The  brain  of  this 
case  was  of  good  weight,  and  the  solitary  lesion  it  showed  was  a  sclerosis 
and  pigmentation  of  the  dentate  nuclei  of  the  cerebellum.    (Acquired.) 

IV,  1062.  An  Irish  housewife,  who  had  borne  three  children,  was  de- 
serted by  her  husband  and  developed  at  28  somatic  delusions,  depression, 
and  suicidal  tendencies.  On  commitment  signs  of  tuberculosis  of  both  apices 
were  discovered,  which  tuberculosis  was  fatal  10  years  later.  Full  of  delu- 
sions, abusive,  noisy,  obscene,  the  woman  never  showed  katatonic  signs 
unless  reticence  and  a  single  period  of  mutism  can  be  so  interpreted.  The 
brain  of  this  case  was  of  proper  weight  and  showed  palpable  gliosis  (with- 
out visible  atrophy)  of  the  superior  frontal,  prefrontal,  and  orbital  gyri. 
At  death  (38  years)  the  genitalia  were  already  atrophic.  There  was  an 
aberrant  thyroid.    (Acquired.) 

V,  1 137.  An  Irish  shoe  operative  (father  possibly  alcoholic)  developed 
loose  delusions  of  influence  and  a  little  later  peculiar  motions  and  gestures, 
mutism,  stereotyped  movements.  All  these  symptoms,  except  mutism, 
ceased  in  later  years.  The  total  process  lasted  15  years  and  the  man  died 
at  35.  As  in  Case  II,  both  heart  and  aorta  were  small.  One  testis  was 
atrophied.  The  brain  weighed  1465  grams  and  showed  a  striking  micro- 
gyria of  the  right  parietal  lobule.  Whether  this  lesion  is  acquired  or 
aplastic  would  be  hard  to  decide  on  anatomical  grounds,  but  there  was  a 
focus  of  chronic  pial  change  in  the  adjacent  parieto-occipital  fissure.  There 
is  a  suggestion  of  sclerotic  changes  in  the  frontal  regions  and  the  lower 
surface  of  the  cerebellum.    (Acquired?    Congenital??) 

VI,  1 149.  A  carpenter,  hyper-religious,  and  given  to  spiritualism,  perhaps 
never  "just  right,"  has  episodes  of  auditory,  visual,  olfactory,  and  gustatory 
hallucination  (possibly  also  tactile),  but  during  a  quiet  course  of  32  years 
eventually  settles  into  habitual,  apparently  voluntary,  "  communications " 
with  God.  Certain  tremors,  of  doubtful  interpretation,  partly  voluntary, 
were  at  one  time  evident  in  reflex  tests.    Characteristic  mannerisms  were 
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late  in  appearing  (55  years)  and  were  then  slight.  Death  at  57.  The 
brain  showed  a  generalized  increase  in  consistence  (without  visible 
atrophy)  and  especially  firm  occipital  regions.  There  was  no  palpable 
sclerosis  of  the  frontal  regions,  but  there  was  a  regionary  chronic  lepto- 
meningitis.   (Acquired.) 

VII,  1 168.  A  French-Canadian  woman,  of  normal  development  and  a 
weaver  for  four  years,  after  desertion  by  lover,  developed  auditory  hallu- 
cinations, persecutory  delusions,  certain  subjective  sensations,  and  resistiv- 
ism,  later  apathy,  mutism  and  less  of  knee-jerks.  Death  four  years  after 
onset,  at  24  years.  The  brain  weighed  1105  grams  and  showed  an  atrophy 
(or  aplasia)  of  both  post-central  gyri,  a  mild  sclerosis  of  the  right  dentate 
nucleus,  and  possibly  other  slight  chronic  cerebellar  lesions,  (Acquired, 
Congenital?) 

VIII,  1294.  An  Irish  housewife,  who  had  borne  four  children,  developed 
swelling  of  both  legs  at  her  fourth  confinement  and  19  days  after  birth  of 
child  became  boisterous,  fearful  of  death,  and  had  auditory  hallucinations — 
thrombosis  of  left  leg  had  set  in.  Auditory  hallucinations,  delusions  of 
suspicion,  and  periods  of  violence  gave  place  to  virtual  recovery.  At  home 
recurrence  of  hallucinations,  followed  in  the  hospital  by  violence,  resistive- 
ness,  refusal  of  food',  later  apathy.  Impulsive  movements,  frequent  genu- 
flexion, employment  of  third  for  first  person,  stereotyped  movements. 
Death  after  six  years  at  yj-  Generalized  slight  cerebral  sclerosis,  especially 
frontal  and  occipital.  Slight  focal  leptomeningitis,  frontal  poles  and  tips 
of  temporal  lobes.    Atrophy  of  ovaries.    (Acquired.) 

IX,  1298.  An  Irish  housewife,  who  had  borne  four  children,  developed 
pains,  insomnia,  ideas  of  suicide,  fear  of  tuberculosis,  delusions  of  poison- 
ing. On  commitment,  hypertrichosis  of  upper  lip  and  atrophy  of  breasts 
had  set  in.  The  palate  was  Gothic.  The  symptoms  first  suggested  the  de- 
pressed phase  of  manic-depressive  insanity.  Apathy,  negativism,  untidi- 
ness, followed  a  severe  generalized  convulsion  nine  days  before  death 
(nine  weeks  after  onset,  2)^  years).  Brain  of  proper  weight.  Atrophy  (or 
aplasia?)  of  postcentral  gyri.  Gliosis  of  left  second  temporal  gyrus. 
(Acquired?    Congenital.) 

X,  1303.  A  woman  compositor  of  New  England  parentage  (uncle  in- 
sane) believed  at  29  that  she  was  clairvoyant  and  apparently  had  auditory 
hallucinations  as  well  as  somatopsychic  delusions,  possibly  based  on  hallu- 
cinations. Apathy,  peculiar  autopsychic  delusions  toward  death,  careless- 
ness in  dress,  mannerisms,  stereotypy,  resistiveness.  Course  of  25  years. 
Death  at  55.  Generalized  increase  of  consistence  of  brain,  with  pigmenta- 
tion and  a  chronic  leptomeningitis  of  the  vertex,  along  sulci,  at  the  base, 
and  over  cistema  cerebellaris.    (Acquired.) 

XI,  13 10.  A  Scotch-Irish  mill- worker,  a  woman  always  of  subnormal 
mental  capacity,  developed  at  24  a  pronounced  change  of  character  with 
hebephrenic  features.  In  hospital  mannerisms  or  peculiarities  of  gait, 
certain  mannerisms  of  finger  movements,  and  virtual  mutism.     Unequal 
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pupils.  High  palate.  Afiymmetry  of  thorax.  Death  at  28.  Small  thyroid 
gland.  Frontal  lobe  gliosis.  Atrophy  or  (aplasia?)  of  left  postcentral 
gyrus.    (Acquired,  conegnitalf) 

XII,  1317.  Woman,  riill-worker  (father  alcoholic),  at  23  had  insomnia, 
followed  by  auditory  hallucinations,  fear,  religiosity,  vagrancy.  In  hos- 
pital, resistive,  hallucinated,  delusive,  mute,  refusing  to  eat;  later  violence. 
Finally  apathy,  with  manneristic  speech  and  grimaces.  Death  from  car- 
cinomatosis, 21  years  after  onset.  Occipital  microgyria.  Chronic  lepto- 
meningitis along  sulci.    Cervical  spinal  cord  firm.    (Acquired.) 

XIII,  1319.  High-grade  imbecile.  Irish  mill  operative.  Sister  epileptic. 
Mother  of  three  children  and  a  fourth  illegitimate.  One  attempt  at  suicide. 
Eight  years'  course  with  onset  at  23.  Religiosity.  Could  see  Virgin  Mary 
at  any  time  (hallucination  rather  than  delusion).  Imitation  of  saints* 
attitudes  as  seen  in  pictures.  Possibly  gustatory  hallucinations.  Death  at 
31.  Unequal  pupils.  Cervical  spinal  cord  unusually  large.  Slight  lepto- 
meningitis, especially  basal.    (Acquired  and  congenital.) 

XIV,  1335.  Shoe  operative.  Attack  of  doubtful  character  at  12  years. 
Paranoid  symptoms  began  at  18.  Katatonic  symptoms  gradually  sup- 
planted the  paranoid.  Death  at  32.  Spinal  cord  unusually  small.  Brain 
weighed  985  grams,  but  was  apparently  not  to  any  great  degree  atrophied. 
Heart  (145  grams)  and  liver  (945  grams)  also  small.    (Congenital.) 

XV,  1358.  Irish-Canadian,  shoe  operative.  Onset  at  15.  Katatonic, 
later  apathetic,  then  apparently  recovered  (seven  months  after  onset). 
Recurrence  four  months  later.  Remarkably  periodic  course.  Death  at 
24.  Palpable  sclerosis  of  the  left  inferior  frontal  gyrus.  Slight  chronic 
fibrous  leptomeningitis.     (Acquired.) 

One's  superficial  judgment,  therefore,  concerning-  the  origin  of 
the  lesions  in  question  is  that  they  took  rise  in  the  adult  brain  in 
840,  991,  1034,  1062,  1 149,  1 168  (at  least  in  part),  1294,  1303, 
1310  (at  least  in  part),  1317,  1319  (in  part),  1358=12  cases, 
possibly  also  in  1137,  1298= maximum  of  14  cases.  So  far  as 
1335  is  concerned  (Case  XIV),  it  might  well  be  doubted  whether 
the  hypoplastic  nervous  system  formed  more  than  a  nidus  for  the 
mental  process;  perhaps  this  case  should  be  put  in  the  macro- 
scopically  normal  group. 

It  is  but  fair  to  insist,  on  the  other  hand,  upon  the  congenital 
features.  Besides  1335,  1137,  1168,  1298,  13 10,  13 19,  gave  rise 
to  a  suspicion  of  congenital  features  in  the  nervous  system  alone 
=  6  cases.  And,  if  we  add  anatomical  features  outside  the 
nervous  system,  then  1034  (hirsuteness,  hypoplasia  of  heart  and 
aorta)  1062  (aberrant  thyroid)  might  be  added  =  a  maximum  of 
eight  cases  probably  or  possibly  in  part  provided  with  congenital 
features. 
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It  appears,  accordingly,  that,  although  congenital  features  are 
not  absent  from  our  group,  there  is  strong  color  for  the  pro- 
visional judgment  that  numerous  acquired  lesions  of  the  nervous 
system  exist  in  our  series. 
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Focal  Atrophies,  Aplasias,  or  Scleroses  in  Dementia  Precox. 
()  indicate  microscopic  evidence  only. 


The  Pre-Rolandic  Group. 
The  frontal  region  was  specially  marked  out  for  injury  (whether 
acquired  or  congenital  is  for  the  moment  not  considered)  in  cases 
840,  1062  and  1358;  was  prominently  injured  also  in  1294  and 
13 10;  and  obviously  shared  to  some  degree  in  the  generalized 
mild  injury  which  was  macroscopically  made  out  in  991,  1135, 
1303,  and  in  1335  (unless  this  brain  be  regarded  as  showing 
hypoplasia  of  congenital  origin),  i.  e.,  in  at  most  nine  cases. 
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Consider  first  the  three  cases  in  which  the  macroscopic  lesions 
specially  affected  the  frontal  region.  840  was  at  first  paranoid, 
then  shortly  katatonic.  1062  was  paranoid,  perhaps  never  kata- 
tonic.  1358  was  a  katatonic  case  with  remarkable  remissions. 
At  first  sight  it  seems  hopeless  to  seek  clinical  correlations  in 
these  cases.  But,  bearing  in  mind  the  conclusions  of  Campbell 
and  Brodmann  concerning  the  histological  differentiation  of  the 
so-called  frontal  region  into  subdivisions,  it  is  clear  that  we  can- 
not demand  close  clinical  correlations  here. 

As  a  matter  of  fact,  the  lesions  of  840  (the  case  with  paranoid- 
katatonic  course)  involved,  so  far  as  eye  and  finger  could  de- 
termine, the  whole  of  both  frontal  regions,  and  the  whole  brain 
itself  showed  a  generalized  increase  of  consistence.  Whatever 
the  relation  of  the  patient's  brain  disease  to  her  symptoms,  there  is 
not  the  slightest  doubt  that  the  patient  had  been  subject  to  a 
sclerosing  brain  disease  of  mild  but  generalized  character  during 
the  last  years  before  death  (assigned  duration  three  years). 
Microscopically,  the  gliosis  of  this  case  was  generalized  and  not 
demonstrably  severer  in  the  infrastellate  layers. 

But,  though  the  changes  of  840  are  too  severe  and  wide-spread 
and  the  symptoms  too  mixed  for  correlation,  the  same  is  not  true 
of  1062  (paranoid,  perhaps  never  katatonic).  A  woman  of  the 
same  age  as  840,  but  with  a  much  longer  assigned  duration  of 
symptoms  (ii  years  or  more)  and  with  alcoholism  clouding  the 
issue,  1062  had  maintained  proper  brain  weight  and  showed 
gliosis  confined  (so  far  as  macroscopic  examination  could  de- 
termine) to  the  superior  frontal,  prefrontal,  and  orbital  gyri,  i.  e., 
to  a  continuous  area  probably  containing  but  two  histologically 
separate  cortex-types.  It  is  perfectly  true  that  microscopic  ex- 
amination shows  a  degree  of  the  same  process  (gliosis,  satellitosis) 
in  other  regions,  so  that  here  again  the  brain  cannot  be  freed 
from  the  suspicion  of  a  generalized  change.  Still  both  macro- 
scopic and  microscopic  examinations  seem  to  prove  that  the 
superior  frontal  and  prefontal  cortex  is  subject  to  the  most  severe 
and  possibly  to  the  oldest  process  of  injury.  It  becomes,  there- 
fore, at  least  a  working  hypothesis  for  this  case  to  consider  the 
paranoid  symptoms  as  related  with  lesions  in  the  superior  frontal 
and  prefrontal  regions. 

But  what  kind  of  interpretation  is  left  open  for  the  purely  kata- 
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tonic  case,  1358?  The  analysis  of  this  case  is  still  far  from  com- 
plete. The  greater  part  of  both  frontal  regions  was,  as  a  matter 
of  fact,  wholly  spared  from  macroscopic  lesion.  Only  the  left  in- 
ferior frontal  gyrus  was  affected,  presenting  an  induration  of  an 
isolated  and  distinct,  though  mild,  character  in  the  midst  of  an 
otherwise  apparently  normal  brain  (slight  general  leptomeningi- 
tis). 'What  relation,  if  any,  this  particular  lesion  bears  to  the 
katatonia  of  this  (clinically  somewhat  unusual)  case,  is  impossi- 
ble to  say;  but  it  is  certain  that  the  data  of  1358  do  not  controvert 
in  any  respect  the  correlations  suspected  for  1062  (the  practically 
pure  paranoid  case)  or  even  for  840  (a  clinically  more  rapidly 
progressive  and  mixed  case),  as  the  macroscopic  distribution  of 
the  lesions  indicates. 

The  other  frontal  lobe  cases  deserve  brief  mention.  The  dis- 
tribution of  the  lesions  in  1294  is  in  consonance  with  the  pro- 
gressive paranoid-to-katatonic  character  of  the  disease:  the  case 
resembles  in  some  respects  840  (just  considered)  ;  but  its  dura- 
tion is  longer  (six  years)  and  the  katatonic  symptoms  were  much 
delayed  in  their  development.  The  brain  had  undergone  a  mild 
generalized  sclerotic  process  (widely  distributed  gliosis  micro- 
scopically) which  had  especially  affected  the  frontal  and  occipital 
parts  of  the  brain  and  included  the  cerebellar  cortex  and  even  the 
pons.  The  frontal  tips  actually  showed  a  few  pial  adhesions  (a 
rare  event  outside  of  general  paresis  and  other  exudative  or  post- 
exudative  lesions).  The  extent  of  this  prefrontal  process  again 
recalls  840;  but  the  whole  case  is  obviously  too  complex,  pro- 
gressive, and  longstanding  to  permit  more  than  a  suspicion  of  the 
course  of  cortical  events. 

1 3 10  is  best  considered  below  among  complications  of  the  post- 
Rolandic  group:  it  showed  both  delusions  and  katatonic  symp- 
toms, but  was  at  first  pronouncedly  hebephrenic. 

The  group  of  generalized  glioses  (without  defined  gross 
atrophy)  here  considered  numbers  three.  One  of  these  (991) 
was  practically  paranoidal  throughout  its  11 -year  course,  and,  as 
a  matter  of  fact,  microscopically  showed  a  marked  superior  frontal 
lobe  gliosis  (with  satellitosis)  ;  but  the  case  is  clinically  not  too 
clear,  and  no  deductions  need  be  risked  therefrom. 

Another  generalized  gliosis,  1303,  was  apparently  the  end- 
stage  of  a  hebephrenic,  with  a  disease  of  25  years'  duration.    Cor- 
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relations  are  impossible.  Histologically,  there  were  marked 
gliosis  and  satellitosis,  especially  of  deeper  layers. 

1335,  the  last  of  this  group,  is  very  possibly  an  instance  of 
hypoplasia  or  of  arrested  development  of  the  brain.  The  brain  at 
autopsy  weighed  but  985  grams  (heart  140  grams,  liver  940 
grams).     Correlations  here  also  are  difficult. 

Before  dismissing  the  pre-Rolandic  group,  1149  may  be  con- 
sidered in  this  connection.  I  have  placed  1149  provisionally  in 
the  post-Rolandic  group  largely  on  the  basis  of  the  well-defined 
occipital  gliosis;  but  the  brain  showed  a  generalized  sclerosis 
(microscopically  marked,  with  some  degree  of  satellitosis  in 
places).  The  reason  for  possibly  including  it,  more  especially,  in 
the  frontal  group  is  the  occurrence  of  chronic  fibrous  lepro- 
meningitis,  confined  to  the  superior  frontal  gyri.  The  case  was 
clinically  a  supreme  example  of  a  paranoid  dementia  praecox  of 
32  or  more  years'  duration,  and  with  certain  katatonic  symptoms 
appearing  very  late  in  life. 

The  above  sketch  of  the  features  of  the  pre-Rolandic  group 
leaves  us  with  the  suspicion  that  paranoid  cases  begin  with  lesions 
striking  especially  the  frontal  tips  and  the  superior  frontal  gyri. 
Cases  with  katatonia  supervening  later  and  with  a  progressive 
course  of  greater  duration  show  involvement  of  other  regions  or 
even  of  the  whole  brain. 

The  Post-Rolandic  Group. 

(a)  Cases  1137,  1168,  1298  and  1310  (also  frontal)  form  a 
sub-group  which  might,  perhaps,  be  termed  sensory-perceptual, 
(b)  Cases  1149  and  1317  are  cases  of  occipital  lesion,  1319  of 
superior  temporal  lesion. 

(a)  The  postcentral-superior-parietal  or  sensory-perceptual 
group  of  cases  claim  attention  as  exhibiting  lesions  in  a  region 
doubtless  of  great  importance  in  interpretation  of  sensory  im- 
pulses. All  four  of  the  cases  were  alike  in  developing  katatonic 
symptoms. 

1 137  began,  it  is  true,  with  a  delusion,  but  a  peculiar  one  (elec- 
trification), possibly  due  to  sensory  misinterpretation:  thereafter 
the  patient  developed  katatonia,  demented  seriously,  and  died  (15 
years'  duration).  The  visible  atrophy  (or  aplasia)  in  the  right 
superior  parietal  region,  accompanied  by  microgyria  and  a  dense 
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local  deposit  of  fibrous  tissue,  formed  a  striking  local  lesion.  At 
the  time  of  death,  however,  gliotic  changes  with  satellitosis  had 
become  widespread.  Purposely  I  avoid  discussing  whether  the 
focal  lesion  is  acquired  or  congenital  and  what  its  pathogenesis 
may  be,  since  for  the  time  being  the  topographic  distribution  of 
such  lesions  is  the  important  consideration. 

1168  showed  at  autopsy  what  looked  like  a  bilateral  anomaly — 
a  hypoplasia  of  both  postcentral  gyri  in  their  upper  two-thirds. 
The  onset  in  this  woman  occurred  at  20  after  desertion,  and  kata- 
tonic  symptoms  were  admixed  with  persecutory  delusions  and 
subjective  heat-sensations  almost  at  the  start.  The  course  was 
katatonic  thereafter. 

1298  pursued  an  acute  course  of  katatonic  character  with  death 
after  nine  months.  The  brain  showed,  besides  double  postcentral 
gliosis  in  the  white  m.atter  and  visible  atrophy  of  the  right  post- 
central gyrus,  a  peculiar  focus  of  duropial  adhesions  over  the  left 
middle  frontal  gyrus.  This  case  was  at  one  time  diagnosed  as 
depressed  phase  of  manic-depressive  insanity. 

13 10  appears  clinically  to  show  a  marked  imbecilic  strain.  Per- 
haps the  left  postcentral  atrophy  and  the  precentral  inequalities 
are  largely  of  congenital  derivation.  The  frontal  gliosis  is  con- 
sistent with  the  imbecilic  or  hebephrenic  cast  of  the  case.  Nu- 
merous katatonic  features  developed. 

The  sensory-perceptual  sub-group,  as  represented  by  these  cases, 
shows  lesions  which  lead  to  the  suspicion,  if  not  the  proof,  of 
congenital  anomalies.  Symptomatically  these  cases  have  kata- 
tonic symptoms  in  common. 

Post-Rolandic  group  (b).  1149  ^^^  ^Z'^7i  ^s  well  as  1294 
(discussed  with  the  pre-Rolandic  cases),  belong  to  an  occipital 
group. 

1 149  was  briefly  mentioned  in  the  frontal  connection  above, 
because  the  prominence  of  the  frontal  region  (which  could  not  be 
differentiated  on  palpation  from  the  remainder  of  the  sclerotic 
brain)  was  emphasized  by  a  local  frontal  leptomeningitis.  In 
point  of  fact  the  occipital  regions  were  more  markedly  sclerotic 
than  the  rest  of  the  brain.  The  case  might  be  asserted  to  present 
a  beautiful  instance  of  anatomoclinical  correlation,  were  we  to 
insist  on  the  relation  between  the  occipital  gHosis  and  the  well- 
defined,  constantly  recurring,  voluntarily  executed  visual  episodes 

20 
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("communications  with  God").  Obviously,  such  a  superfine 
correlation  would  mean  running  a  good  horse  too  hard.  Those 
"  communications  "  must  have  involved  numerous  cortical  events 
outside  the  occipital  region.  It  seems  safe  to  maintain,  however, 
that,  granting  some  agency  exerting  a  mildly  destructive  or  irrita- 
tive effect  upon  the  occipital  region,  a  useless  mental  habit  like 
these  "  communications  "  would  probably  assume  a  visual  color- 
ing. The  existence  of  disease  in  a  given  brain-region  may  well 
be  conceived  to  determine  the  course  of  events  in  the  intact  re- 
mainder. The  histological  examination  of  this  case  is  incomplete, 
but  I  conclude  from  available  sections  that  the  calcarine  cortex- 
type  is  relatively  intact,  whereas  the  common  occipital  cortex-type 
exhibits  much  more  marked  gliosis  and  satellitosis.  In  this  early 
phase  of  our  problem,  it  seems  best  to  rely  upon  coarse  and  well- 
defined  qualitative  distinctions  rather  than  the  cell-enumerations 
which  later  work  will  demand.  I  judge  from  recent  comments  on 
cortex-architecture  that  the  occipitocalcarine  relations  will  be  the 
most  vulnerable  point  of  attack  in  this  direction. 

1294,  which  has  been  discussed  above,  also  exhibited  similar 
histologically  demonstrable  variations  in  the  intensity  of  lesions 
in  the  calcarine  and  occipital  regions  (common  occipital  type 
more  markedly  affected  in  the  infrastellate  layers).  As  a  matter 
of  fact,  however,  in  1294  the  hallucinations  shown  were  auditory 
rather  than  visual  (though  the  patient  once  broke  glass  to  reach 
her  husband  being  crucified).  The  brain  showed  frontal,  cere- 
bellar, and  pontine  gliosis,  in  addition  to  the  occipital.  No  tem- 
poral gliosis  was  made  out  macroscopically,  but  there  were  foci  of 
leptomeningitis,  both  at  temporal  and  at  frontal  tips. 

1 3 17  again  breaks  down  in  anatomoclinical  correlation  much  as 
does  1294,  since,  despite  the  occipital  microgyria,  the  hallucina- 
tions, so  far  as  was  made  out  clinically,  were  auditory.  There 
were  some  religious  delusions. 

With  respect  to  relative  developments  of  paranoidal  and  kata- 
tonic  features  in  this  occipital  sub-group,  it  has  been  pointed  out 
that  1 149  was  a  classical  paranoid  case  with  a  few  katatonic  symp- 
toms toward  the  close  of  life  (32  years'  duration).  13 17  was 
more  doubtful  but  probably  can  be  interpreted  as  mainly  para- 
noidal ;  katatonic  symptoms  developed  late  in  a  course  of  21  years. 
1294  was  paranoidal. 
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If  we  compare  the  sensory-perceptual  group  (a)  cases  1137, 
1 168,  1298  and  1310  with  the  occipital  group  (b)  1149,  1317 
(1294),  we  cannot  but  be  struck  with  the  predominantly  kata- 
tonic  character  of  group  (a).  The  physiological  correlations  be- 
tween katatonic  symptoms  and  the  sensory-perceptual  field  are 
briefly  mentioned  in  Chapter  V. 

Infra- Sylvian  Group. 

I  have  provisionally  placed  but  one  case,  13 19,  in  this  group, 
a  paranoidal  case,  probably  upon  an  imbecilic  basis.  There  are 
no  striking  anatomoclinical  correlations  in  the  case.  This  group 
will  undoubtedly  grow  with  further  experience.  1294,  e.  g,- 
showed  focal  leptomeningitis  of  the  temporal  tips. 

Cerebellar  Group. 

It  is  noteworthy  that  the  cases  which  we  procure  at  autopsy  in 
dementia  praecox  are  provided  as  a  rule  with  multiple  lesions. 
This  is  particularly  true  in  the  advanced  cases,  where  interpre- 
tation may  be  difficult  by  reason  of  the  fact  that  gliosis  has  over- 
taken the  brain  as  a  whole.  This  difficulty  reappears  in  the 
cerebellar  cases. 

1034,  however,  is  a  macroscopically  pure  case  of  sclerosis  of 
the  dentate  nuclei  of  the  cerebellum.  Clinically  1034  was  a  classi- 
cal example  of  cerea  -flexihilitas,  in  an  Italian  of  35  years,  who  be- 
gan with  paranoid  symptoms  (feared  anarchists),  and  in  less  than 
six  weeks  became  typically  katatonic.  Microscopic  examination 
shows  in  various  areas  of  the  brain  a  gliosis  which  had  escaped 
palpation  in  the  gross.  Some  of  the  areas  of  intracortical  altera- 
tion were  undoubtedly  far  too  small  to  attract  attention  macro- 
scopically. There  was  a  slight  satellitosis  of  the  frontal  region. 
The  case  appeared  then,  like  many  other  cases  of  this  series,  micro- 
scopically not  so  definite  as  the  data  of  palpation  had  indicated. 

1 1 68  is  a  case  which  has  been  briefly  mentioned  in  the  sensory- 
perceptual  sub-group  of  the  post-Rolandic  cases  as  showing  a 
hypoplasia  of  both  postcentral  gyri  in  their  upper  two-thirds.  In 
addition  thereto  there  was  a  sclerosis  of  the  olives,  of  the  right 
dentate  nucleus  of  the  cerebellum,  and  of  the  cacuminal  and  clival 
portions  of  the  cerebellum.  This  case  was  classified  as  hebe- 
phrenic, but  mutism,  resistivism,  assumption  of  fixed  attitudes  and 
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impulsive  rocking  movements  give  rise  to  the  suspicion  that  kata- 
tonic  features  cannot  be  excluded.  A  congenital  element  is  also 
very  possible  from  both  history  and  brain  findings. 

A  third  case,  1143,  showing  almost  the  same  findings  in  the 
brain  has  been  excluded  from  the  group  of  typical  dementia  prae- 
cox  cases  but  might  be  included  upon  a  more  liberal  interpretation 
of  symptoms. 

Other  cases  would  have  to  be  added  to  this  group  on  the  score 
of  serious  microscopic  alterations,  which  were  made  out  in  the 
face  of  protocols  to  the  effect  that  the  cerebella  were  macro- 
scopically  normal.  The  group  is,  therefore,  actually  much  larger 
than  the  two  cases  (1034  and  1168)  would  indicate. 

Provisional  Grouping  of  14  Cases  without  Recorded  Gross 

Lesions. 

I  have  analyzed  in  some  detail  the  cases  with  recorded  minor 
gross  lesions  and  anomalies  to  the  number  of  15.  There  are 
14  outstanding  cases  having  a  clear  clinical  title  to  the  diag- 
nosis of  dementia  prsecox,  but  in  which  no  gross  lesions  were 
recorded.  It  is  of  interest  to  learn  what  light  a  microscopic  exami- 
nation will  throw  upon  these  cases  and  whether  any  cases  are 
subject  to  a  tentative  topographic  grouping. 

There  are  several  cases  about  which  there  is  no  doubt  that  they 
actually  belong  in  the  gross  lesion  group.  Thus  1 145  should,  per- 
haps have  been  excluded  altogether  from  this  study  since  the 
protocols  were  mislaid.  Ample  block  material  exists,  however, 
which  microscopically  shows  characteristic  satellitosis  of  the  deep 
cortex-layers  and  a  marked  gliosis  of  the  dentate  nuclei  (more 
marked  left  than  right) .  This  case  might  well  be  placed  in  Table 
XVII  above,  as  well  as  in  the  cerebellar  group. 

1 145.     10705.     F.  37.     paranoid.    6y.     Brain   wt.    1185. 
(Pregnancy  at  origin.) 

I  am  sure  also  that  with  increasing  experience,  case  1036  would 
have  become  an  accession  to  the  gross  list  in  the  cerebellar  group. 
A  sketch  of  this  case  was  presented  by  the  writer  in  1907  in  his 
study  of  the  granule  layer  of  the  cerebellum. ""'  1036,  11317,  M. 
28,  hebephrenic,  6y ;  cardiorenal,  renal  6  +  y;  brain  ii75g. 

778,  a  paranoid  case  upon  an  imbecilic  basis,  I  should  desire  to 
place  (with  some  trepidation)  in  the  superior  frontal  group.    The 
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reason  for  this  is  that  the  superior  frontal  gyri,  far  more  than 
other  regions  examined,  gave  evidence  of  a  sclerotic  process :  con- 
siderable gliosis  of  the  underlying  white  matter,  superficial  gliosis 
of  rather  focal  character,  and  perhaps  a  slight  generalized  gliosis 
of  the  whole  gyri,  with  infrastellate  satellitosis.  That  the  process 
was  not  confined  to  this  region  is  true,  and  neuroglia  cell  mitosis 
was  a  curious  finding  in  the  right  precentral  gyrus.  The  para- 
noid features  had  come  on  two  years  before  death  at  41  in  this 
imbecile.  Very  possibly  the  case  scarcely  belongs  with  dementia 
praecox  as  usually  conceived ;  but  it  seems  certain  that  a  similar 
process  has  begun  in  the  tissues. 

108 1,  a  suicide,  can  with  some  confidence  be  placed  in  the  post- 
central sub-group,  if  only  by  the  evidence  of  the  stained  sections 
which  demonstrate  a  marked  inequality  in  the  two  postcentral 
gyri.  After  considerable  search,  a  focus  of  gliosis  and  satellitosis 
was  found  in  one  of  the  orbital  regions.  This  case,  a  good  in- 
stance of  a  hebephrenic  with  onset  at  18  and  suicide  at  45,  shows 
how  a  minor  lesion — ^anomaly  or  acquired  lesion,  it  would  not  be 
safe  to  say  which — can  be  overlooked  at  autopsy.  Had  not  the 
postcentral  gyri  been  sectioned  in  coordinate  places  and  had  not 
the  orbital  gyri  been  sectioned,  this  brain  might  well  have  passed 
into  the  "  normal "  group  both  macroscopically  and  micro- 
scopically. 

1208  is  a  case  described  by  Ayer  and  the  writer  in  1908,'^  in 
which  the  gross  findings  are  so  altered  by  the  effects  of  a  suicidal 
attempt  and  by  terminal  metastatic  brain  abscesses  that  a  judg- 
ment concerning  essential  lesions  of  dementia  praecox  is  difficult. 
The  case  should  perhaps  be  excluded  from  the  whole  series  on 
the  ground  of  complications. 

So  excluding  1208,  we  arrive  at  the  judgment  that  15  cases  in 
which  gross  lesions  were  actually  described,  together  with  four 
cases  in  which  (in  all  conscience  and  with  greater  experience) 
gross  lesions  should  have  been  observed,  our  total  of  gross  lesion 
cases  would  run  to  19  in  28  (the  chosen  uncomplicated  29  cases 
minus  case  1208).  This  result  would  mean  that  gross  lesions- 
focal  atrophies  and  aplasias,  and  a  few  focal  and  diffuse  glioses 
without  visible  atrophy — ^are  found  in  68  per  cent  of  a  series  of 
typical  dementia  praecox  cases,  from  which  have  purposely  been 
previously  excluded  all  instances  of  frank  arteriosclerotic  and 
coarsely  wasting  processes. 
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It  seems  strange  that  such  a  high  percentage  of  visible  and 
tangible  lesions  should  have  escaped  attention,  if  this  Danvers 
series  is  at  all  typical  of  dementia  prsecox  in  general.  I  am  sure 
that  in  many  laboratories  the  brains  of  autopsied  cases  fail  to  get 
intensive  study  until  after  long  immersion  in  formaldehyde  solu- 
tion, which  obliterates  (or  by  distortion  perhaps  conceals)  minor 
size-differences  in  gyri.  Moreover,  anatomists,  familiar  with  sculp- 
ture anomalies  of  such  relatively  plastic  organs  as  the  liver,  kidney 
and  spleen,  are  inclined  to  dismiss  cerebral  anomalies  of  sculpture 
as  of  the  same  minor  order  of  interest.  Again,  the  careful  palpa- 
tion of  the  cerebrum  and  of  the  cerebellum  is  not  duly  practiced  in 
all  laboratories,  nor  are  blocks  for  microscopic  examination  chosen 
on  the  basis  of  such  intensive  inspection  and  palpation  of  the  brain 
as  careful  work  demands. 

Our  own  experience  has  shown  how  difficult  it  may  be  to  keep 
one's  house  in  order  for  intensive  work.  Eight  cases  are  out- 
standing in  which  notes  of  gross  lesions  are  missing.  Of  these 
eight,  four  show  in  certain  regions  characteristic  gliosis  and 
satellitosis  (891,  944,  977,  1165).  The  other  four  (794,  806,  873, 
1006)  have  so  far  proved  refractory  to  our  efforts  to  show  strati- 
graphic  alterations. 

The  result  is  that  24  out  of  the  chosen  28  cases  show  either 
gross  and  microscopic  lesions  or  microscopic  lesions  alone,  i.  e.y 
86  per  cent. 

V.  The  Topographic  Idea  in  the  Study  of  Dementia  Precox 

AND  Allied  Conditions. 

The  eternal  hope  of  the  neuropathologist  is  the  hope  of  showing 
visible  "  changes  "  in  the  nervous  system  in  the  functional  psy- 
choses, and  not  only  in  them  but  of  them.  All  insanity,  we  hear 
on  every  hand,  is  really  nothing  but  brain  disease,  and,  if  our 
technique  were  only  better,  we  should  be  able  to  point  out  the  par- 
ticular brain-changes  which  are  relsponsible  for  insanity.  I  was 
assured  by  an  enthusiastic  psychopathologist  that  these  brain- 
changes  are  actually  so  certain  to  exist  that  we  should  not  waste 
our  time  looking  for  them. 

There  are  reasons  which  make  this  equation: 

Insanity = brain-disease 
really  erroneous.     In  the  first  place,  certain  psychiatrists  to  the 
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contrary  notwithstanding,  modern  work  has  shown  that  the  equa- 
tion should  better  read 

Insanities — brain-diseases, 
and  in  the  particular  form 

Some  insanities = brain-diseases 
perhaps  we  should  be  inclined  to  accept  at  least  the  spirit  of  the 
statement. 

Ever  since  the  doctrines  of  Flourens  were  overthrown,  from  the 
days  of  Hughlings  Jackson  and  Hitzig  down  to  the  era  of  the 
topographers  (Campbell  and  Brodmann,  for  example),  it  has  been 
known  that  the  brain  is  a  complex  of  organs.  The  brain  has  parts. 
Yet  those  authors  who  assert  that  insanities  are  diseases  of  the 
brain  are  as  a  rule  quite  silent  as  to  the  brain-/>arf.s  involved.  The 
brain  as  an  organ  of  mental  disease  is  for  these  authors  really  the 
old  Flourens  brain,  having  interchangeable  parts  like  a  liver  or  a 
kidney. 

The  only  justification  for  this  view  of  which  I  am  aware  is  the 
sound  idea  that  the  brain,  although  its  parts  are  not  homogeneous 
and  interchangeable,  still  works  in  a  certain  integrated,  organized 
way,  and,  when  disorder  and  disorganized  workings  of  brain- 
elements  supervene,  then  mental  diseases  appear.  Thus  Wernicke 
supposes  that 

insanity  =  disease  of  the  association  elements  of  the  brain. 

This  is  a  definite  advance  upon  older  conceptions,  at  all  events 
in  clearness.  I  suppose  no  one  doubts  the  conceivableness  of  a 
mental  disease  based  upon  such  transcortical  lesions  of  association 
fibers  as  Wernicke  supposes.  But  few  would  be  so  bold  as  to  gen- 
eralize the  transcortical-injury  idea'^'  to  cover  the  great  bulk  of 
mental  diseases. 

Even  in  the  field  of  aphasia,  one  observes  with  recent  writers 
a  tendency  to  replace  the  focal- destruction  theory  with  some 
theory  more  consonant  with  modern  ideas  as  to  the  tremendous 
breadth,  and  complexity  of  the  cortical  areas  subtending  speech. 
From  the  psychological  and  logical  side  comes  a  vigorous  plea 
from  Wundt''^  against  the  fashionable  focalizing  of  the  speech 
functions  in  specified  areas. 

Thus  a  curious  situation  develops.  On  the  one  hand,  the  topog- 
raphers, both  physiological  and  histological,  are  demonstrating 
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more  and  more  the  extreme  delicacy  of  subdivision  which  exists 
in  the  brain-cortex,  as  elsewhere  in  the  nervous  system,  so  that 
one  g'ains  the  idea  that  perhaps  no  parts  of  the  brain  are  func- 
tionally interchangeable,  save  by  re-education.  On  the  other  hand, 
logicians  and  critical  workers  are  calling  a  halt  upon  the  focalizers 
and  denying  some  of  the  most  classical  and  approved  localizations. 
These  latter  objections  are  brought  with  the  more  force  against 
the  localization  of  a  complex  function  like  speech,  which  savors 
of  the  old  faculty-psychology  and  contains  a  soupgon  of 
phrenology. 

I  believe  we  should  be  even  more  critical  concerning  the  struct- 
ural foundations  of  mental  disease.  Suppose  we  grant  that  any 
mental  symptoms  you  please,  e.  g.,  delusions,  hallucinations,  neg- 
ativism, cerea  flexihilitas,  have  a  cerebral  origin,  is  it  necessary 
to  suppose  likewise  a  cerebral  disease,  as  a  basis  therefor?  Yes, 
some  would  reply,  a  cerebral  disease,  but  not  necessarily  struct- 
ural, perhaps  functional  only.  Even  the  latter  escape  I  should 
be  tempted  to  forbid. 

Consider  diabetes  mellitus.  The  glycosuria  has  in  one  sense  a 
renal  origin.  But  it  would  be  a  mistake  to  consider  diabetes 
mellitus  a  renal  disease,  structural  or  functional.  I  believe  that 
the  brain  permits  certain  mental  symptoms  to  develop  and  pur- 
veys these  symptoms,  much  as  the  kidney  of  a  diabetic  permits 
and  purveys  glycosuria. 

Similar  considerations  hold  with  respect  to  the  purveying  of 
convulsions  by  the  brain,  an  account  of  which  I  presented  in  a 
paper  on  the  mechanism  of  gliosis  in  epilepsy.  Neither  a  con- 
vulsion nor  a  katatonic  impulsive  movement  nor  the  clenched 
fist  of  a  thug  is  adequately  explained  by  lesions  of  the  muscles 
involved,  by  lesions  of  the  motor  nerves  or  spinal  cord,  by  activi- 
ties in  the  precentral  gyrus,  or  even  necessarily  by  any  post- 
Rolandic  or  pre-Rolandic  brain  mechanism  or  combination  of 
mechanisms.  Perhaps,  indeed,  the  reason  lodges  back  of  the  cen- 
tral nervous  system:  the  convulsion  might  have  been  a  phenom- 
enon of  reflex  epilepsy  due  to  intestinal  worms,  even  the  katatonic 
movement  might  conceivably  prove  a  normal  and  proper  reaction 
to  some  received  stimulus,  and  the  thug's  brain  might  have  been 
quite  "  normal "  while  engaged  in  permitting  asocial  acts  for 
whose  source  one  should  seek  far  afield. 
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On  such  grounds  it  has  not  seemed  certain  to  me  that  mental 
disease  is  necessarily  brain  disease  or  that,  were  we  able  to  in- 
spect thoroughly  all  brain-parts,  we  should  necessarily  discover 
"  changes  "  therein  in  mental  disease.  Perhaps  the  thyroid  or 
the  pituitary  glands  might  induce  mental  symptoms  without  in- 
ducing brain  "  changes/'  over  and  above  the  proper  physiological 
changes  going  on  in  any  brain-part  during  the  execution  of  its 
normal  function.  We  might  be  forced  to  look  into  the  thyroid 
for  the  cause  of  some  mental  diseases,  just  as  into  the  pancreas 
for  that  of  a  diabetes  mellitus. 

A  priori,  therefore,  it  has  not  seemed  to  me  at  all  necessary 
that  diseases  like  manic-depressive  insanity  or  dementia  prsecox 
(to  use  Kraepelin's  nomenclature)  should  exhibit,  even  theoreti- 
cally, brain-changes.  One  was  especially  disposed  not  to  conceive 
brain-changes  of  a  universal  character,  such  as  the  universal  liver 
changes  in  phosphorus  poisoning,  as  underlying  these  diseases. 
No  doubt  there  are  instances  of  such  universal  brain-change  and 
no  doubt  mental  symptoms  occur  as  a  consequence.  Hyper- 
pyrexia might  serve  as  an  example.  General  paresis,  however, 
our  paradigm  in  this  field,  despite  the  severe  and  widespread 
brain  changes  which  characterize  it,  is  still  an  example  of  a  dis- 
ease of  focal  character.  From  its  protean  and  progressive  char- 
acter, a  theoretically  similar  focality  for  brain  lesions  in  dementia 
praecox  was  thought  probable.  The  mild,  irritative  and  persist- 
ently complex  character  of  many  symptoms  in  dementia  prsecox 
seemed  to  argue  very  mildly  destructive  or  irritative  lesions,  suck 
that  an  occasional  definite  cure  or  disappearance  of  a  given 
symptom  or  set  of  symptoms  could  be  efiFected  by  removal  of 
irritating  factors  or  by  advancing  destruction  of  the  offending 
elements. 

If  these  contentions  were  sound,  it  became  clear  that  no  random 
block  of  brain  tissue  could  demonstrate  the  nature  of  dementia 
praecox,  as  a  particular  block  of  lung  tissue  might  demonstrate 
that  of  pneumonia.  Neither  would  all  the  cells  be  equally  or 
peculiarly  affected  nor  would  the  cells  of  certain  strata  do  more 
than  demonstrate  the  effects  of  disease  in  those  strata. 

But,  if  the  cells  or  strata  of  no  random  block  of  brain  tissue 
could  serve  as  a  test  of  dementia  prsecox,  would  not  particular 
and  happily  chosen  blocks,  or  even  ideally  possible  total-brain 
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sections  suitable  for  cytopathology,  solve  the  problem.  I  sup- 
pose all  would  agree  that  such  work  might  solve  the  problems  at 
least  of  localization  and  possibly  of  pathogenesis  in  dementia 
prsecox,  provided  that  the  disease  is  really  a  brain  disease. 

I  therefore  began  to  study  all  cases  of  dementia  prsecox  ac- 
cessible to  me  (the  protocols  and  prepared  sections  from  the 
Danvers  collection  made  in  Prof.  Barrett's  service  and  my  own), 
to  get  a  general  view  of  the  subject.  As  will  be  seen,  I  at  first 
included  with  type  cases  also  cases  only  doubtfully  belonging  in 
dementia  prsecox,  and  these  I  have  excluded  from  the  conclusions 
of  this  report,  although  many  exhibited  lesions  which  might  well 
serve,  if  we  were  surer  of  our  conditions,  to  bring  the  cases 
back  into  the  group. 

The  histopathology,  although  studied  in  connection  with  many 
of  the  lesions,  has  been  left  in  the  background  to  avoid  involve- 
ment in  a  tangle  of  discussion  concerning  intracortical  reflex-arcs. 

Conclusions. 

1.  Existent  evidence  for  the  organic  nature  of  dementia  prae- 
cox  is  not  wholly  convincing,  since  (a)  the  cytological  changes 
described  are  found  also  in  cases  of  toxic  deliria  and  in  cases 
complicated  by  severe  visceral  disease,  and  (b)  the  stratigraphic 
changes  described  are  found  also  in  certain  senile  cases  without 
characteristic  symptoms  of  dementia  prsecox. 

2.  Resort  must,  therefore,  be  had  to  the  topographic  idea,  for 
the  adequate  exploitation  of  which  total-brain  sections,  with  cyto- 
logical exploration  of  all  areas,  are  ideally  necessary. 

3.  Random  blocks  of  brain  tissue  with  demonstration  of  satel- 
litosis,  infrastellate  gliosis,  or  disintegration  products  of  cell  dis- 
order will  throw  little  light  on  the  mechanism  of  dementia 
praecox. 

4.  The  data  of  the  functionalists  (dissociation,  se junction,  in- 
trapsychic ataxia,  and  the  like)  are  of  the  utmost  importance  as 
indicating  the  essential  focality  of  the  pathogenic  process  and 
the  focal  variations  in  its  severity. 

5.  The  curability  of  certain  cases,  the  remissive  character  of 
some  cases,  the  speedy  disappearance  of  particular  symptoms,  the 
persistent  complexity  of  reaction  in  some  instances,  the  absence 
of  characteristic  severe  projection-system  symptoms,  all  indicate 
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that  the  process  is  histopathologically  mild  and  that  the  focal 
changes  found  will  be  but  slightly  destructive  or  even  irritative 
(in  the  sense  of  slight  injuries  readily  repaired  or  compensated 
for). 

6.  Grossly  destructive  lesions  of  a  transcortical  character  in 
Wernicke's  sense  might  conceivably  effect,  e.  g.,  a  permanent 
katatonic  complex  and  doubtless  will  be  found  to  do  so  occasion- 
ally; but  the  protean  and  progressive  character  of  dementia  prse- 
cox  will  exclude  such  transcortical  injuries  from  playing  a  large 
part  in  the  pathogenesis. 

7.  The  focal  lesions  to  be  sought  for  will  doubtless  escape 
macroscopic  notice  in  many  instances,  since  the  volume  of  appa- 
ratus engaged  in  effecting  very  prominent  symptoms  is  often 
slight  and  spread  very  thin  in  numerous  areas. 

8.  Studies  of  the  "  soft  b^in  "  and  of  gliosis  in  epilepsy  have 
proved,  however,  that  even  comparatively  slight  degrees  of  corti- 
cal gliosis  can  often  be  palpated  at  autopsy. 

9.  Palpable  glioses  of  a  focal  or  variable  character,  combined 
in  numerous  instances  with  visible  atrophy  and  microgyria,  have 
been  found  in  over  half  the  series  under  examination,  in  cases  re- 
garded as  clinically  above  reproach  and  not  subject  to  coarse 
wasting  processes,  focal  encephalomalacia,  cortical  arteriosclero- 
sis, or  diffuse  chronic  pial  changes. 

10.  The  frequent  co-existence  of  several  foci  of  sclerosis  or 
atrophy  in  the  same  brain  and  the  microscopic  observation  of 
milder  degrees  of  nerve-cell  disorder  and  gliosis  in  regions  with- 
out gross  lesions  tend  to  the  conception  that  the  agent  is  more 
general  and  diffuse  in  its  action  than  would  seem  at  first  sight, 
so  that  future  research  may  well  demonstrate  that  certain  in- 
stances of  coarse  brain  wasting  and  even  of  diffuse  chronic  lepto- 
meningitis belong  in  the  group  (microscopic  corroboration  neces- 
sary for  assigning  values  to  focal  variations). 

11.  The  microscopic  examination  of  the  residue  of  cases  in 
which  gross  lesions  or  anomalies  were  not  described  shows  the 
same  tendency  to  gliosis  and  satellitosis  in  numerous  instances 
and  the  same  tendency  to  focal  variations  from  gyrus  to  gyrus 
exhibited  by  the  gross  lesion  group.  These  findings  suggest  that 
the  minor  gross  lesions  and  anomalies  of  several  cases  actually 
escaped  notice  (the  protocols,  though  drawn  up  with  a  certain 
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system,  are  by  various  hands)  at  autopsy,  so  that  the  probable 
actual  proportion  of  gross  lesions  is  68  per  cent.  If  microscopic 
evidence  is  resorted  to,  the  "  organic ''  proportion  in  our  series 
rises  to  86  per  cent. 

12.  Several  groups  of  cases  were  classified  from  the  distri- 
bution of  macroscopic  lesions,  although  the  focal  purity  of  these 
cases  can  often  be  brought  in  question  from  the  results  of  micro- 
scopic examination  (infrastellate  gliosis  and  satellitosis  also  in 
macroscopically  "normal"  areas). 

I.  Pre-Rolandic  group,  including  a  superior  frontal-prefrontal 
sub-group  of  paranoidal  trend  {cf.,  e.  g.,  case  1062). 

II.  Post-Rolandic  group,  including  (a)  postcentral-superior- 
parietal  (sensory-perceptual)  sub-group  in  wjiich  katatonic  feat- 
ures are  the  common  factors  {cf.,  e.  g.,  case  r298) ;  (b)  occipital 
sub-group  {cf.  case  11 49).  ^ 

III.  Infra-sylvian  group   (too  small  for  clinical  correlations). 

IV.  Cerebellar  group  (katatonic  features). 

13.  If  these  data  find  general  confirmation,  they  will  doubtless 
go  far  to  unify  discussion,  since  mild,  variable  and  progressive 
intracortical  lesions,  proceeding  at  different  rates  in  different 
parts  of  the  apparatus,  and  having  the  peculiar  distributions  in- 
dicated above,  would  explain  adequately  some  of  the  contentions 
of  the  dissociationists,  while  remaining  not  wholly  inconsistent 
with  Kraepelinian  ideas. 

14.  The  frontal-paranoid  correlation  is  in  line  with  modern 
physiological  ideas,  but  it  must  be  granted  that  the  occipital  and 
temporal  regions,  as  elaborating  important  long-distance  impulses, 
may  well  play  a  part  also  in  paranoid  states. 

15.  The  cerebellar-kata tonic  correlation  is  doubtless  in  line 
with  some  contentions  of  the  Wernicke  school,  and  obvious  com- 
ments might  be  made  in  conection  with  the  proprioceptive  func- 
tions of  the  cerebellum  (Sherrington). 

16.  The  postcentral-superior-parietal  relations  to  katatonic 
symptoms  are  perhaps  theoretically  the  most  novel  suggestion 
from  the  work,  but  here  again  the  results  are  not  inconsistent 
with  modern  physiology. 

17.  The  topographic  study  of  dementia  praecox  brains,  both 
gross  and  microscopic,  is  commended  as  likely  to  shed  new  light 
on  the  pathogenesis  of  certain  symptoms,  notably  paranoidal  and 
katatonic  symptoms. 
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DISCUSSION. 

Dr.  Cotton. — We  are  all  working  toward  a  definite  pathological  anatomy 
of  dementia  prsecox,  and  we  would  be  very  glad  if  we  could  say  that  such 
a  goal  had  been  reached.  At  the  same  time  I  think  we  should  be  very 
conservative  and  careful  in  accepting  anatomical  changes  which  are  not 
related  to  dementia  praecox.  There  can  be  no  question  but  that  there  must 
be  some  anatomical  changes  in  demented  types  of  dementia  prsecox.  But 
even  if  such  specific  changes  are  found,  I  cannot  see  why  such  findings 
should  invalidate  the  psycho-genetic  theory  of  dementia  praecox. 

In  the  paper  on  this  subject  which  has  just  been  read  by  Dr.  Southard, 
I  think  there  are  several  points  which  are  open  to  criticism.  First,  is  the 
diagnosis  of  his  cases.  I  think  it  is  better  to  report  the  findings  of  one 
case  which  has  been  carefully  observed  clinically  and  carefully  worked  up 
anatomically,  preferably  by  the  same  man,  than  to  take  a  number  of  cases, 
the  clinical  work  on  which  has  been  done  by  one  or  more  men  and  the 
anatomical  work  by  another  man  who  has  never  had  an  opportunity  of 
observing  the  cases  during  life. 

The  errors  in  the  diagnosis  of  dementia  prsecox  are  great,  and  we  should 
be  very  careful  in  taking  a  series  of  cases  unless  we  are  absolutely  sure 
that  the  diagnosis  was  correct.  Then,  again,  in  concluding  a  definite 
pathological  anatomy  for  a  certain  disease,  we  must  necessarily  find  these 
changes  present  in  all  types.  That  is,  in  psychology  we  frequently  take  an 
average  of  certain  experiments  in  a  number  of  abnormal  people  and  com- 
pare these  with  the  average  results  of  the  same  experiments  in  normal 
people,  but  with  pathological  anatomy  such  a  procedure  is  not  permissible. 
With  a  given  disease,  it  is  necessary  that  specific  changes  be  found  in  all 
cases,  consequently  I  think  the  method  used  by  the  reader  is  open  to  criti- 
cism on  that  score,  as  he  finds  that  a  certain  number  show  one  thing,  and 
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a  certain  number  show  another.  I  do  not  think  that  his  conclusions  are 
warranted  from  the  facts  presented. 

Another  point,  as  to  the  character  of  the  findings.  As  I  understand  the 
reader,  the  principal  findings  reported  by  him  are  found  by  digital  palpation 
of  the  external  surface  of  the  brain,  that  is,  he  found  in  some  areas  that 
consistency  of  the  brain  is  softer,  and  in  some  brains  it  is  softer  than  in 
other  brains.  Coupled  with  this,  in  some  cases  he  finds  a  satellitosis  in  the 
deep  layer  of  cells,  a  falling  out  of  the  nerve  cells,  and'  these  changes  are 
supposed  to  occur  in  the  so-called  sclerotic  areas  found  by  palpation.  But 
he  does  not  state  definitely  that  these  microscopical  changes  are  always 
present  under  the  areas  found  by  a  macroscopic  investigation,  i.  e.,  by  pal- 
pation. 

I  have  worked  with  the  reader  several  years,  and  observed  this  method 
of  palpation,  and  endeavored  to  increase  my  anatomical  knowledge  by  such 
methods.  Although  I  endeavored  to  follow  these  findings,  I  must  say, 
after  palpating  many  brains,  I  was  unable  to  satisfy  myself  that  these  varia- 
tions of  consistency  meant  anything  at  all.  So  many  other  factors  can 
cause  these  variations  in  the  consistency  of  the  cortex,  I  have  come  to  the 
conclusion  that  such  a  method  was  not  to  be  relied  upon.  Thus,  the  num- 
ber of  hours  after  death  before  a  post  mortem  was  performed,  would  have 
a  very  marked  effect  upon  the  consistency  of  the  brain. 

The  attempt  of  the  reader  to  find  changes  in  certain  areas  corresponding 
to  certain  symptoms,  such  as  specific  delusions  or  hallucinations,  I  think  is 
entirely  an  artificial  one.  Although  he  seems  to  be  optimistic  in  regard  to 
this  matter,  I  cannot  see,  although  it  would  be  a  very  happy  solution  of  a 
difficult  problem,  that  we  will  ever  be  in  a  position  to  say  whether  isolated 
areas  are  responsible  for  hallucinations,  and  other  areas  are  responsible  for 
delusions. 

While  we  should  give  the  reader  credit  for  his  motive  in  presenting  his 
paper,  and  his  ambition  to  clear  up  the  question  of  the  pathological  anatomy 
of  dementia  praecox,  still,  it  can  hardly  be  said  that  any  new  light  has  been 
thrown  upon  the  subject;  that  the  conclusions  arrived  at  have  not  sufficient 
data  to  substantiate  them.  Recently  two  papers  have  been  published  in  the 
literature  in  regard  to  the  pathological  anatomy  of  dementia  prsecox.  One 
by  von  H.  Zengelin,  in  the  Monatsschrift  fiir  Psychiatric  und'  Neurologic, 
April,  1910.  His  conclusions  are  as  follows :  microscopically,  nothing  un- 
usual was  found ;  histological  findings  could  not  be  localized.  Occasionally 
plasma  cells  were  found  in  the  pia,  and  found  in  the  cortex;  no  disturb- 
ance to  the  cortex  architecture.  This  author  notes  cell  changes  of  three 
types.  First,  chronic  atrophic  sclerotic  degeneration.  Second,  serous  or 
edematous  changes  in  cells.  The  cells  lose  form  and  become  necrotic. 
Third,  the  increase  of  satellite  cells.  He  found  that  fibre  degeneration 
seemed  to  go  parallel  with  cell  destruction,  and  increased  the  degenerative 
changes  in  the  glia  cell  bodiesj  but  no  increase  of  the  glia  fibres  was 
noted. 

These  findings  were  diffusely  distributed  over  the  whole  central  nervous 
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system.  Very  good  micro-photographs  accompanied  the  article.  Another 
paper  by  Kirk  Goldstein  on  the  same  subject  in  the  Archiv  fiir  Psychiatric 
und  Nervenheilkunde,  Vol.  46,  third  Heft.  This  paper  goes  into  the 
literature  on  the  subject,  and  reports  three  cases  of  various  dementia 
praecox  types.  One  case  dying  in  delirium  acutum,  another  case  of  long 
duration,  in  catatonic  stupor,  the  third  case  in  catatonic  convulsions.  The 
latter  case  is  the  type  reported  by  him.  This  case  is  somewhat  complicated 
by  degeneration  of  the  cord.  He  find's  well  marked  chronic  cell  changes, 
with  some  increase  in  the  fatty  pigment  of  the  cells. 

Dr.  Williams. — Since  Kraeplin  created  this  syndrome  and  believed'  that 
its  cause  was  an  autogenous  toxin,  a  school  has  arisen  which  beheves  that 
the  symptoms  of  catatonia,  hebephrenia  and  paranoia  dementia  are  not  only 
bent  and  colored  by  the  individual's  psychic  make  up  and  experiences,  but 
that  the  whole  disease  is  psychogenous.  They  hold  this  belief  in  spite  of 
the  failure  of  every  effort  to  arrest  even  the  psychological  symptoms  by 
psychotherapy. 

They  reject  Kraepelin's  hypothesis  of  a  toxic  origin  largely  on  account 
of  complete  failure  to  demonstrate  any  toxin  after  most  careful  and  pro- 
longed' researches  of  which  the  exhaustive  effort  of  Folin  is  best  known. 

This  seems  to  me  a  totally  untenable  position ;  for  Folin's  investigation 
had  to  do  with  the  analysis  of  the  physiological  contents  of  the  urine, 
which  toxins  might  in  no  way  affect. 

When  we  consider  our  almost  complete  inability  to  chemically  detect  so 
gross  a  perturbation  as  that  which  causes  the  symptoms  of  hyper-  or 
hypothyroidism,  many  pancreatic  disorders,  acromegaly  or  Addison's  disease, 
and  that  so  toxic  a  substance  as  digitalin  cannot  be  detected  in  the  blood  as 
a  chemical  substance,  it  is  utterly  unjustifiable  to  negate  the  possibility,  at 
least,  that  the  dementia  prsecox  syndrome  is  a  result  of  toxic  factors. 

It  would'  therefore  be  very  unwise  to  abandon  the  investigation  of  the 
metabolic  disturbances  in  this  disease;  while  at  the  same  time  carrying  on 
the  study  of  the  psychological  mechanism,  which  plays  so  large  a  part  in 
its  symptomatology. 

To  illustrate,  intoxication  with  cocaine  or  alcohol  may  be  studied.  In 
each  of  these,  the  study  of  the  psychoses  induced  affords  valuable  data  to 
psychopathology ;  but  it  does  not  exclude  either  the  fact  that  the  whole 
syndrome  is  toxigenous  nor  are  we  asked  to  forego  our  researches  into  the 
chemico-pathological  mechanism  of  the  intoxicated  body.  What  applies  to 
a  known  intoxicant  may  very  well  be  utilized  in  the  study  of  a  disease 
which  many  psychiatrists  regard  as  belonging  even  psychologically  to  the 
type  of  toxic  psychoses :  for  in  dementia  prsecox,  one  finds  in  less  obvious 
shape  the  characters  which  may  be  shortly  summed  up  as  ironical  (dream- 
like) delirium.  For  instance,  automatism,  hallucinations,  impulsive  acts, 
apparently  incongruous  relations  of  thought,  inappropriate  emotionalism, 
suspiciousness,  incongruous  laughter  and  tears,  all  appear  on  the  surface 
in  both  admittedly  toxic  psychoses  and  in  dementia  praecox. 

Thus  we  cannot  afford  to  neglect  any  avenue  of  approach  in  studymg 
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dementia  praecox.  Psycho-genetic  mechanisms  should  not  exclude  the 
search  for  toxigenous  factors;  and'  even  anatomo-pathology  cannot  be 
neglected  as  have  shown  the  researches  of  Klippel  and  Shermitte. 

With  regard  to  the  shut-in  personality  and  paranoid  personality  as  men- 
tioned by  Dr.  Hoch,  I  should  like  to  know  if  Dr.  Hoch  himself  has  made 
observations  with  regard  to  the  development  of  the  paranoid  trend  from 
the  shut-in  personality  as  well  as  those  he  has  published  in  which  pre- 
cocious dementia  has  been  its  result. 

Dr.  Coriat. — This  triangular  discussion  shows  a  very  strange  condition. 
It  seems  on  the  one  hand  there  are  those  claiming  an  anatomical  basis,  on 
the  other  the  advocates  of  a  psychological  mechanism.  Concerning  the 
mental  make  up  of  these  cases  I  have  not  the  slightest  doubt  that  these 
shut  in  types  of  personality  are  just  those  types  which  would'  develop  the 
abnormal  ideas.  These  insane  ideas  are  not  due  to  chance  but  a  disturbing 
and  directing  mechanism  is  at  work.  The  mild  manic  depressive  cases  also 
show  disturbances  of  the  mental  makeup  before  the  psychoses  develop. 
That  is  many  mild  depressions  are  merely  exaggerations  of  the  normal 
condition.  Of  course  the  old  auto  intoxication  theories  which  Kraepelin 
referred  to  must  now  be  dropped  for  lack  of  evidence. 

Concerning  Dr.  Dunton's  paper  I  fail  to  see  why  in  our  enthusiasm  we 
should  speak  of  intermittent  forms  of  dementia  praecox.  It  is  better  to 
speak  of  remissions  as  in  general  paralysis.  I  doubt  if  a  case  of  dementia 
praecox  ever  gets  well ;  it  is  a  mere  remission  of  the  storm  which  has  over- 
taken the  patient.    It  may  not  be  brought  out  by  tests. 

Dr.  Hoch. — There  is  not  much  that  I  have  to  add.  The  question  of  Dr.  Wil- 
liams whether  in  paranoid  states  shut-in  personalities  may  occur,  I  think  can- 
not be  denied.  The  typical  paranoic  mechanisms  are  undoubtedly  somewhat 
different  from  the  typical  dementia  praecox  mechanisms  and'  are  apt  to 
occur  in  somewhat  different  individuals.  Nevertheless,  there  is  no  clear 
line  of  demarcation  between  paranoic  states  and  states  of  dementia  praecox 
or  between  deteriorating  and  non-deteriorating  conditions  of  both  kinds. 
But,  as  I  have  said  in  my  paper,  the  typical  shut-in  personalities  are 
found  essentially  in  cases  who  present  dementia  praecox  mechanisms  and 
who  also  deteriorate.  I  may  add  here  that  it  is  to  be  expected  that  some- 
time we  shall  find  a  physical  basis  for  such  abnormalities  of  constitution  as 
I  have  described,  and  in  this  connection  it  is  interesting  that  in  some  in- 
stances of  dementia  praecox  certain  defects  of  cerebral  development  have 
been  noted.  For  the  present,  however,  all  this  is  as  yet  not  sufficiently 
definite  and'  it  would  seem  wisest  to  describe  these  abnormalities  in  terms 
of  function,  that  is  to  say,  in  that  which  for  the  present  we  can  study  and 
define  more  or  less. 

I  do  not  think  that  any  one  of  us  who  have  insisted  on  the  importance  of 
psychogenesis  in  dementia  praecox  will  quarrel  with  a  standpoint  such  as 
that  of  Dr.  Southard,  but  I  only  wish  to  insist  that  both  lines  of  investiga- 
tion are  important 
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Dr.  Southard. — I  am  glad  that  our  discussion  of  dementia  prsecox  has 
been  complete  and  thoroughgoing,  but,  with  respect  to  the  criticism  leveled 
at  my  own  paper,  I  am  sure  that  I  could  bring  up  far  stronger  objections  to 
my  own  point  of  view  than  any  that  have  been  brought  out. 

Dr.  Cotton's  misgivings  require  especial  attention.  Of  course  the  frag- 
mentary way  in  which  I  have  been  forced  to  present  my  paper  has  made  it 
impossible  to  give  the  reasons  for  a  diagnosis  of  dementia  praecox  in  all  the 
cases  which  underlie  this  study.  We  should  all  agree  with  Dr.  Cotton 
that  chance  for  error  in  diagnosis  of  dementia  praecox  is  great.  I  believe 
that  the  full  data  of  my  published  paper  will  give  details  enough  to  show 
the  actual  basis  for  the  diagnosis  rendered.  I  am  sure  that  no  hair  split- 
ting distinctions  have  been  drawn  in  the  diagnosis  of  the  cases  upon  which 
my  more  novel  conclusions  are  based. 

Perhaps  I  laid  undue  emphasis  upon  the  derivation  of  some  of  my  data 
from  palpation  of  brains  at  autopsy.  The  published  report  will  show  that 
many  of  the  lesions  are  not  confined  to  mere  focal  indurations  but  consist  of 
focal  atrophies  or  aplasias  which  are  visible  as  well  as  tangible.  I  must 
insist,  however,  that  pathological  anatomists  have  in  the  past  not  paid 
sufficient  attention  to  either  general  or  focal  varieties  of  consistence  in  the 
brain.  I  want  some  day  to  describe  systematically  certain  observations  in 
this  direction. 

The  olivary  bodies,  for  example,  are  the  firmest  parts  of  the  normal  brain 
and  the  various  other  regions  may  be  readily  put  in  series  according  to  their 
habitual  consistences.  The  finer  the  divisions  in  lobules  of  a  region,  the 
more  compact  that  region.  The  central  gyri  of  the  brain  give  the  impres- 
sion normally  of  less  consistence  than  do  the  occipital  or  even  the  frontal 
regions.  One  fortunate  circumstance  about  the  brain  is  the  occurrence  of 
two  hemispheres  which  can  be  readily  compared.  Every  brain  at  autopsy 
should  be  thoroughly  and  carefully  palpated,  as  well  as  observed  by  the  eye. 
The  habit  of  throwing  brains  into  formalin  solution  "  for  later  examina- 
tion," without  attention  to  visible  minor  anomalies,  aplasias,  atrophies  and 
scleroses,  is  a  habit  which  does  not  tend  to  advance  the  pathological 
anatomy  of  the  brain. 

Dr.  Cotton  has  mentioned  "  normal  brains "  and  suggested,  I  believe, 
that  "  normal  brains "  in  medico-legal  examinations  might  show  similar 
variations  to  those  I  have  been  studying.  We  all  know  that  the  "  normal 
brain"  is  a  rara  avis.  Medico-legal  material  is  especially  suspicious  and 
certainly  not  a  pure  field  for  the  study  of  psychiatric  questions.  If  there 
exists  the  brain  of  a  normal  person  with  the  changes  such  as  I  have  men- 
tioned, such  a  case  would  be  a  true  contribution  to  science. 

Close  correlation  of  focal  aplasias  and  scleroses  with  particular  halluci- 
nations and  particular  delusions  will  undoubtedly  always  remain  difficult 
to  establish. 

As  I  understand  it.  Dr.  Cotton  agrees  that  in  advanced  cases  of  dementia 
praecox  there  must  be  anatomical  changes.  I  suppose  that  it  will  be  as  diffi- 
cult to  prove  the  association  of  these  necessary  changes  which  Dr.  Cotton 
supposes,  as  to  prove  my  own. 
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It  is  certainly  not  established'  that  dementia  praecox  is  even  a  single 
entity.  In  France,  of  late,  some  writers  have  attempted  to  show  that  there 
is  a  group  of  dementia  praecox  cases  due  to  tuberculosis.  The  proof  that 
non-exudative  brain  changes  are  due  to  tuberculosis  is  difficult  If  we 
could  prove  that  tuberculo-toxin  can  indurate  a  gyrus  of  the  brain,  we 
should  be  on  the  high  road  to  learn  much  about  neuropathology. 

Dr  Cotton  believes  that  my  clinical  diagnoses  are  at  fault.  Some  of 
them  I  believe  were  his  own  during  his  Danvers  Hospital  service,  although 
I  do  not  wish  to  make  him  responsible  in  any  way  for  my  conclusions. 

Dr.  Cotton  also  objects  to  the  data  for  palpation  upon  which  I  lay 
emphasis.  Many  of  the  data  included  in  my  paper  are  due  to  other  persons 
whose  names  are  stated.  If  I  remember  aright,  some  of  the  autopsies  were 
performed  by  Dr.  Cotton. 

With  my  critic's  thoroughgoing  pessimism  in  regard  to  the  correlation 
of  pathological  anatomy  and  mental  symptoms,  I  cannot  at  all  agree;  but 
this  is  doubtless  a  purely  personal  matter. 

It  was  instructive  to  see  that  Dr.  Coriat  was  unable  to  get  along  with' 
out  the  "brain  storm"  hypothesis  in  dementia  praecox,  but  I  have  no 
fundamental  objection  to  this  form  of  imagination  in  science,  unless  such 
expressions  are  regarded  as  serious  final  accounts  of  data.  Of  course  the 
metabolism  work  mentioned  by  Dr.  Coriat  is  of  the  greatest  interest  but 
metabolic  changes  accompanying  mental  alterations  related  with  function- 
ing tissues  weighing  scarcely  more  than  five  or  ten  grams  must  remain 
difficult.  It  seems  to  me  that  metabolism  work  should  begin  rather  with 
conditions  like  general  paresis  and  cortical  arterio-sclerosis  before  we 
attack  acute  psychoses. 

The  general  trend  of  this  discussion  reminds  me  of  a  fundamental 
duality  in  view-point  among  various  workers.  There  will  always  be  a 
group  of  workers  who  wish  to  give  final  expression  to  mental  diseases  in 
terms  of  mental  twists.  Another  group  of  workers  as  pertinaciously  seeks 
to  find  focal  lesions  of  a  structural  or  morphological  character  in  the  brain. 
But  I  would'  not  be  understood  to  hold  that  there  must  forever  remain  a 
gulf  fixed  between  the  "mind  twist"  men  and  the  "brain  spot"  men  in 
psychiatry. 
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PELLAGRA. 

By  J.  W.  BABCOCK, 

Physician  and  Superintendent,  State  Hospital  for  the  Insane, 

Columbia,  S.  C. 

At  the  last  meeting  of  this  Association,  a  collaborated  re- 
port^ was  presented  upon  the  known  and  estimated  statistics  of 
pellagra  in  this  country.  At  the  request  of  your  committee  on 
program,  I  renew  and  amplify  the  topic  to-day.  Unfortunately, 
I  must  still  speak  from  the  asylum  point  of  view,  reliable  statistics 
from  the  general  population  not  yet  being  available  from  many 
States. 

I.  Prevalence. 

In  the  previous  paper,  it  was  stated  that  looo  cases  of  pellagra 
had  been  reported  from  thirteen  States,  more  than  half  being  in 
insane  asylums  and  similar  institutions.  These  cases  were,  for 
the  most  part,  in  the  South  Atlantic  and  Gulf  States,  and  a  con- 
servative estimate  was  given  of  the  occurrence  of  1500  cases  in 
the  Southern  States  in  the  three  preceding  years.  When  our 
manuscript  went  to  press  in  the  early  fall,  the  number  of  States 
in  which  pellagra  had  been  reported,  had  reached  sixteen,  two 
interesting  foci  of  the  disease  having  been  discovered  in  Illinois 
in  July  and  August  at  the  Cook  County  and  Bartonville  hospitals, 
respectively. 

In  December,  1909,  records  were  at  hand  of  the  existence  of 
pellagra  in  26  States.  A  few  cases  of  the  disease  had  been  diag- 
nosed or  suspected  in:  Massachusetts,  New  York,  New  Jersey, 
Pennsylvania,  Maryland,  Oklahoma,  Arkansas,  Kentucky,  Iowa, 
Kansas,  California,  Ohio,  New  Mexico  and  Colorado.  Some  of 
these  were  "  imported." 

While  in  the  following  States,  pellagra  had  been  recognized  as 
present  in  more  formidable  proportions  among  natives  and  resi- 
dents, more  especially  in  insane  asylums ;  Virginia,  North  Caro- 
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lina,  South  Carolina,  Georgia,  Florida,  Alabama,  Mississippi, 
Louisiana,  Texas,  Tennessee  and  Illinois. 

To  these  we  may  now  add  Vermont  and  Missouri. 

Since  this  paper  was  read  single  cases  of  pellagra  have  been 
reported  from  Rhode  Island,  West  Virginia  and  the  District  of 
Columbia ;  and  record  may  be  entered  of  the  discovery  of  another 
interesting  focus  of  the  disease  recently  made  at  the  Philadelphia 
Hospital  for  the  Insane  ("  Blockley  "). 

Pellagra  in  the  United  States. 

States.  Cases. 

1.  Massachusetts    3 

2.  New  York   3 

3.  New  Jersey  (imported) i 

4.  Pennsylvania 33 -\- 

5.  Maryland 7 

6.  Virginia   100-300 

7.  North  Carolina  200 

8.  South  Carolina  500 

9.  Georgia    670 

10.  Florida  50  + 

11.  Alabama    330 

12.  Mississippi    188 

13.  Louisiana    50o(  ?) 

14.  Texas   100 

15.  Oklahoma    i 

16.  Arkansas   I 

17.  Tennessee    51 

18.  Kentucky    5 

19.  Illinois   250 

20.  Iowa   2 

21.  Kansas  2 

22.  California    7 

23.  Indiana    i  (  ?) 

24.  Ohio    I 

25.  New  Mexico   2 

26.  Colorado   i(?) 

27.  Missouri    3 

28.  Vermont    i 

29.  Rhode  Island i 

30.  West  Virginia  i 

31.  District   of   Columbia i 

This  table  indicates  that  pellagra  exists,  or  is  suspected,  in  30 
States  and  the  District  of  Columbia,  and  that  the  number  of  cases 
approximates  3000.     Some  of  the  figures  are  based  upon  actual 
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cases,  and  others  upon  general  estimates.  While  some  estimates 
seem  large,  nearly  all  are  made  by  health  officers,  or  physicians, 
who  have  had  experience  with  both  statistics  and  pellagra,  so  that 
upon  the  whole  the  sum  total  may,  as  was  claimed  for  the  esti- 
mates last  year,  be  considered  as  conservative.  That  5000  cases  of 
pellagra  have  occurred  in  the  United  States  in  the  last  five  years 
is  probably  true. 

North  Carolina. — *'  There  is  satisfactory  proof  that  at  least 
one  case  of  pellagra  occurred  in  this  State  as  far  back  as  1889. 
There  are  definite  records  of  200  cases  in  North  Carolina.  It  is 
difficult  to  estimate  how  many  cases  occurred  in  the  State  as  a 
whole.  It  is  certain  that  only  a  small  portion  have  been  recog- 
nized. It  is  no  unusual  thing  for  us  to  find,  in  running  down  one 
case,  four  or  five  more  very  mild  cases  in  the  same  house."  "^ 

Alabama  (Dr.  J.  T.  Searcy). — Pellagra  statistics  in  asylums 
up  to  December,  1909.  The  Bryce  Hospital  since  1896:  White 
men,  6;  white  women,  21;  total,  27;  deaths,  18.  Mt.  Vernon 
(colored)  Hospital  since  1896:  Negro  men,  66;  negro  women, 
144;  total,  210;  deaths,  121.  Average  number  of  white  patients, 
1350.     Average  number  of  colored  patients,  650. 

A  press  report  based  upon  records  of  the  Alabama  State  Board 
of  Health  states:  ''Fifty-five  persons  (21  white,  34  negroes) 
died  of  pellagra  from  January  i,  1909,  to  October  i,  1909,  and 
38  cases  were  still  under  observation." 

South  Carolina. — "  The  disease  has  been  recognized  in 
Charleston,  since  March,  1908,  but  it  is  a  very  general  opinion 
among  the  local  physicians  there,  that  pellagra  has  existed  in  that 
city  for  20  years  or  more  under  other  diagnoses.  Nineteen  cases 
(white  males  6,  colored  males  3,  colored  females  10)  have  been 
recognized.  Ten  have  died.  The  death  rate  in  insane  cases  w^as 
especially  high."  ^ 

I  will  pass  among  you  two  maps :  showing  the  local  origin  of 
137  cases  of  pellagra  admitted  to  the  South  Carolina  State  Hos- 
pital from  January  i,  1908,  to  November  i,  1909  (about  12  per 
cent  of  the  total  admissions).  In  the  State  Hospital  last  year 
out  of  605  admissions,  92  or  15  per  cent  had  pellagra  on  admission, 
and  there  were  68  deaths  from  the  disease.  The  other  map  is 
based  upon  reports  to  the  secretary  of  the  State  Board  of  Health 
from  physicians  upon  pellagra  throughout  the  State. 
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The  most  striking  feature  about  these  two  maps  is  the  greater 
prevalence  of  the  disease,  just  as  had  been  suspected,  above  the 
"  fall  line,"  or  in  the  upper  part  of  the  State. 

Louisiana. — ''  The  number  of  cases  of  pellagra  in  the  State 
positively  diagnosed  is  about  75,  of  which  85  per  cent  are  in  State 
institutions."  * 

Vermont. — A  press  dispatch  under  date  of  April  17,  19 10,  re- 
ports what  is  said  to  be  the  first  case  of  pellagra  in  Vermont,  in 
a  woman,  at  the  Fanny  Allen  Hospital  at  Burlington. 

Pennsylvania. — Passed  Assistant  Surgeon  John  D.  Long,  U. 
S.  P.  H.,  and  M.-H.  Service,  tells  me  that  about  June  i,  19 10,  in 
consultation  with  the  medical  officers  of  the  Philadelphia  Hos- 
pital for  the  Insane  ("  Blockley  "),  he  saw  in  that  institution  nine 
cases  of  pellagra,  and  16  suspects. 

Rhode  Island. — A  despatch  dated  July  12  announces  the  death 
at  the  State  Alms  House  at  Providence  of  the  first  case  of  pellagra 
in  the  State,  a  man  55  years  old. 

Cuba. — "  It  has  been  taken  for  granted  that  pellagra  does  not 
exist  in  Cuba,  but  Dr.  Manuel  Bango  says  very  rarely  cases  have 
been  imported  from  the  Asturias,  and  occasionally  a  tentative 
diagnosis  has  been  made  in  natives  or  residents,  usually  alcoholists 
or  sufferers  with  sprue."  ^  Such  are  some  of  the  current  reports 
about  the  prevalence  of  pellagra.    They  could  easily  be  multiplied. 

The  general  attitude  of  the  American  medical  mind  towards 
the  possible  existence  of  pellagra  in  this  country  is  well  illustrated 
by  the  fact  that  one  of  our  highest  authorities  on  diagnosis  a  few 
years  ago,  while  on  a  visit  in  South  Carolina,  after  carefully  study- 
ing a  typical  pellagrin,  rendered  the  opinion  to  his  equally  puzzled 
fellow-consultant  that  it  was  a  case  of  ''  Glossitis."  This  incident 
may  soothe  our  professional  conscience  somewhat,  but  it  does  not 
excuse  us.  I  know  that  I  should  have  made  the  diagnosis  of 
pellagra  in  South  Carolina  nearly  19  years  ago.  If  pellagra  and 
beriberi  have  admittedly  occurred  in  our  asylums,  sporadically  or 
endemically,  shall  we  not  learn  a  lesson  therefrom  and  hereafter 
be  on  the  alert  for  other  so-called  tropical  diseases? 

Neither  the  occasion  nor  space  permit  consideration  of  foreign 
statistics,  however  interesting  and  instructive  they  may  be.  But 
briefly,  it  may  be  noted  that,  according  to  the  circular  recently 
issued  by  the  British  Pellagra  Investigation  Committee :  "  In  cer- 
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tain  countries  within  the  Mediterranean  regions,  such  as  Spain, 
Italy  and  Roumania,  pellagra  is  looked  upon  as  a  veritable 
calamity.  For  Italy,  a  yearly  estimate  of  from  5o,cxx)  to  60,000 
standing  cases  is  no  exaggeration ;  whilst  Roumania,  with  a  popu- 
lation of  5,300,000  is  estimated  to  have  from  40,000  to  50,000 
cases."  When  we  recall  that  according  to  different  authorities 
from  4  to  10  per  cent  of  pellagrins  become  insane,  we  can  under- 
stand the  significance  of  these  figures  to  alienists,  as  well  as  to 
sanitarians  and  publicists. 

The  evidence  is  accumulating  that  pellagra  has  probably  existed 
in  .this  country  since  the  ''  big  war,"  at  least  Gray  and  Tyler  went 
on  record  with  reports  of  cases  in  1864 — and  it  is  worth  recalling 
that  it  was  at  a  meeting  of  this  Association  in  this  city — and 
there  is  reason  to  believe  that  the  disease  was  prevalent  at  the 
same  time  in  the  Andersonville,  Ga.,  prison.  Dr.  Wm.  J.  W. 
Kerr,  of  Corsicana,  Texas,  an  assistant  surgeon  of  the  prison,  is 
my  authority  for  the  statement.  A  former  assistant  physician  in 
the  South  Carolina  Asylum,  Dr.  H.  N.  Sloan,  says  the  disease  was 
recognized  and  called  pellagra  there  in  the  early  70's  but  I  have 
found  no  printed  or  written  record  of  it.  Dr.  J.  L.  Thompson, 
for  many  years  assistant  physician,  as  well  as  old  attendants  in  the 
same  hospital,  are  now  satisfied  that  .they  can  trace  the  disease 
back  to  the  early  8o's.  As  stated  above,  Charleston  physicians 
now  admit  the  occurrence  of  pellagra  in  their  city  20  years  or 
more  ago.  In  addition  to  the  early  cases  mentioned  in  the  paper 
last  year,  I  have  learned  from  Dr.  C.  C.  Bass,  that  Dr.  Bemis, 
of  New  Orleans,  left  a  written  diagnosis  of  a  case  in  the  Charity 
Hospital  in  1889.  Dr.  Isadore  Dyer,  of  New  Orleans,  had  a  case 
diagnosed  as  pellagra,  and  referred  to  him  for  treatment  by  an 
Alabama  physician  six  months  before  Dr.  G.  H.  Searcy  observed 
the  disease.  So  we  may  conclude  that  isolated  cases  of  pellagra, 
natives  and  imported,  have  probably  occurred  in  general  practice 
and  especially  in  asylums  and  hospitals  for  the  last  half  century, 
although  the  diagnosis  may  not  always  have  been  correctly  made. 
But  after  granting  the  occurrence  of  sporadic  cases  for  a  long 
time,  we  must  admit  that  we  are  now  passing  through  what  seems 
to  be  a  serious  epidemic  of  pellagra. 

A  phase  of  the  psychology  of  the  problem  has  been  the  failure 
of  the  profession  to  recognize  pellagra,  if  it  has  heretofore  been 
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prevalent  in  anything  like  its  present  proportions.  The  explana- 
tion of,  or  the  responsibility  for  this  oversight,  rests  largely  with 
the  authors  of  English  and  American  text-books  of  both  general 
practice  and  insanity,  v^ho  have  told  us,  if  they  told  us  anything 
at  all  about  it,  that  pellagra  v^as  an  Italian  disease  that  did  not 
occur  in  our  country."  But  in  1882  Van  Harlingen'  announced 
that  the  disease  v^as  likely  to  occur  in  the  United  States  at  any 
time. 

It  is  my  impression  that  the  discovery  of  the  existence  of 
pellagra  in  their  institutions  is  not  welcomed  by  some  asylum 
officers.  Recently  while  visiting  such  a  hospital  in  which  the  dis- 
ease had  not  yet  been  recognized,  I  saw  and  called  attention  to  an 
unmistakable  case,  but  I  was  not  invited  to  extend  my  observa- 
tions. 

So  careful  an  authority  as  Surgeon  Rupert  Blue,  of  the  U.  S. 
P.  H.  and  M.-H.  Service,  states  that  he  is  "  of  the  opinion  that 
pellagra  can  be  found  to-day  in  nearly  all  of  the  insane  asylums 
and  almshouses  of  this  country."  * 

This  statement  is  probably  too  sweeping,  but  it  serves  to  indi- 
cate how  important  it  is  that  accurate  statistics  should  be  secured 
at  an  early  date. 

Less  than  two  and  one-half  years  ago,  pellagra  was  but  a 
shadow  of  a  name  to  most  of  us.  The  increasing  number  of  States 
reporting  the  disease,  and  the  figures  quoted  above,  indicate,  to 
some  extent,  how  common  in  some  communities  as  well  as  how 
widely  disseminated  the  disease  is,  and  probably  has  been  for  some 
years  in  the  United  States.  By  asylum  officers — shall  I  say  in  the 
South  only? — pellagra  is  now  becoming  recognized  as  of  great 
importance  as  a  cause  of  insanity. 

It  is  to  emphasize  the  above  facts  that  I  have,  after  hesitation, 
undertaken,  on  rather  short  notice,  again  to  present  the  topic  of 
pellagra  before  you. 

II.  Psychology. 

Recognizing  our  inexperience  in  dealing  with  many  phases  of 
the  pellagra  problem,  we  must  admit  for  sometime  to  come  our 
dependence  upon  European  writers  for  authoritative  descriptions 
of  the  mysterious  malady.  Hence  I  shall,  for  the  second  section 
of  this  paper,  confine  myself  almost  entirely,  to  reviewing  and 
quoting  from  several  articles  and  monographs  upon  the  mental 
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symptoms  of  the  disease,  that  have  been  written  by  Italian,  Ger- 
man. French  and  English  observers. 

In  the  admirable  description,  given  by  Copland,'  of  pellagra  it 
is  stated  that  "  The  nervous  system  presents  remarkable  dis- 
turbance, and  the  manifestations  of  the  mind  are  more  or  less  dis- 
ordered. The  pellagrosi  complain  of  a  sense  of  heat  in  the  head 
and  spinal  cord ;  of  tingling  and  darting  pains  in  the  course  of  the 
nervous  system,  of  heat  in  the  limbs,  palms  of  the  hands,  and  par- 
ticularly in  the  soles  of  the  feet ;  of  great  weakness  of  the  limbs, 
with  trembling  when  attempting  to  stand ;  and  sometimes  of  con- 
tractions of  the  lower  limbs.  Their  looks  become  somber  and 
melancholy.  Ennui,  depression  of  spirits,  and  mental  imbecility, 
increase  with  the  progress  of  the  malady.  Dr.  Holland  states  that 
pellagrosi  afford  a  melancholy  spectacle  of  physical  and  moral 
suffering  at  this  period.  They  seem  under  the  influence  of  an 
invincible  despondency,  they  seek  to  be  alone,  scarcely  answering 
questions  put  to  them  ;  and  often  shed  tears  without  obvious  cause. 
Their  faculties  and  senses  are  impaired  and  the  disease  when  it 
does  not  carry  them  off  from  exhaustion  of  the  vital  powers,  gen- 
erally leaves  them  insensible  idiots,  or  produces  attacks  of  mania, 
soon  passing  into  utter  imbecility  or  idiocy." 

Hack  Tuke  studied  pellagra  in  Italian  asylums  in  1865.  He 
says : "  "  The  patients  were  in  an  advanced  stage  of  the  disease, 
and  were  all  more  or  less  emaciated,  sallow,  anemic,  and  pre- 
senting a  miserable  dry,  wrinkled  skin.  They  were  obtuse  and 
inert,  their  mental  state  being  that  of  dementia,  quiet,  chronic 
mania ;  or,  in  some  instances,  chronic  melancholia.  None  of  them 
were  in  an  acute  maniacal  condition." 

The  views  of  Salerio,"  director  of  the  asylum  of  San  Servolo, 
Venice,  upon  the  mental  condition  of  his  patients,  may  thus  be 
summarized :  They  are  generally  frightened ;  think  they  are  per- 
secuted, or  possessed  with  the  devil,  suspicious,  refuse  food  and 
medicine,  and  have  exalted  religious  notions.  Suicidal  tendencies 
may  be  present.  Homesickness  is  common  and  severe.  Finally, 
they  are  liable  to  lapse  into  dementia,  paralysis,  or  tubercular 
diseases. 

Bucknill  and  Tuke"  quote  also  from  an  early  work  of  Lom- 
broso,  who  thought  that  one  characteristic  of  pellagrins,  sane  or 
insane,  was  a  greater  moral  impressionability.     A  slight  insult, 
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the  threatening  of  some  trivial  danger  completely  carries  them 
away.  If  pellagrous  insanity  assumes  a  type,  it  approaches  rather 
that  of  chronic  mania  and  dementia  than  that  of  monomania.  A 
real  or  apparent  stupidity,  an  obstinate  mutism,  is  tolerably  com- 
mon, which  Lombroso,  ingeniously  terms  "  psychical  catalepsy." 
But,  as  a  rule,  their  insanity  is  of  a  misty,  ill-defined,  contra- 
dictory character,  like  that  produced  by  old  age,  or  by  anemia, 
and  differing  in  this  point  from  general  paralysis. 

Morselli"  gives  four  forms  of  pellagrous  insanity,  viz.,  supra- 
acute  pellagra  (typhoid  pellagra),  pellagrous  melancholia,  pel- 
lagrous dementia,  and  pellagrous  pseudo-general  paralysis. 

Babes  and  Sion "  say  in  part :  "  Usually  after  several  years 
of  somatic  pellagra,  psychical  symptoms  come  into  prominence. 
At  first  the  patients  experience  mental  weakness.  The  peculiar 
pellagrous  lunacy  is  preceeded  by  spasmodic,  then  tonic  cramps 
and  general  bodily  weakness  and  advances  to  a  true  pellagrous 
paralysis.  The  cramps  of  feet,  hands  and  calf  muscles  are  some- 
times so  violent  that  they  may  result  in  epilepsy,  contractions  and 
swooning.  So-called  pellagrous  epilepsy  occurs  as  the  result  of 
spinal  pain,  the  patient  being  drawn  backwards.  An  important 
condition  called  pellagrous  tetanus  has  been  described  by  Strambio, 
opisthotonous  being  a  common  characteristic  symptom.  Some- 
times the  patients  are  drawn  forward  and  fall  to  the  ground. 
Choreiform  movements,  especially  of  the  head,  are  observed,  gen- 
erally from  the  incipiency  of  the  disease,  depression  and  weakness 
of  the  memory  are  noted.  Roussel  asserts  that  in  this  stage  deliria 
do  not  appear,  but  that  they  come  on  in  the  spring  of  the  second 
or  third  year.  The  sadness  may  advance  to  mutism  and  refusal  of 
food,  these  conditions  often  being  interrupted  by  lachrymose,  or 
maniacal  or  suicidal  episodes.  An  acute  attack  leaves  the  patient 
exhausted,  depressed  and  hypochondriacal.  Such  attacks  recur 
annually  at  about  the  same  time,  the  intellect  weakens,  and  grad- 
ually dementia  develops. 

"  Pellagrous  melancholia  shows  various  stages :  at  first,  there 
are  psychic  impediments  followed  by  apathy  or  stupor.  Delusions 
of  sin,  of  persecution,  etc.,  appear.  Mania  is  rare,  but  catalepsy 
sometimes  occurs. 

''  When  paralysis  supervenes,  euphoria  appears,  presenting  a 
disease-complex  like  general  paralysis,  but  even  in  advanced  stages 
of  the  diseases  remissions  may  occur.'" 
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G.  Antonini "  writes :  "  Already  in  the  first  stages  of  pellagra 
there  appears  a  decided  modification  in  the  mental  faculties ;  there 
is  a  great  impressionability,  a  greater  psychical  excitability,  a  slight 
disappointment  depresses  greatly  the  tone  of  feelings,  or  produces 
excessive  reactions  (from  the  want  of  initial  inhibitory  powers). 
In  the  progress  of  the  disease,  we  can  have  true  amentia,*  states 
of  mental  confusion,  common  to  all  psychoses  arising  from  ex- 
haustion. This  state  can  show  suddenly  an  aggravation  of  symp- 
toms and  lead  to  death  with  a  syndrome  of  acute  delirium  (typhoid 
pellagra)  and  yet  it  can  also  present  in  certain  cases  a  true  progres- 
sive paralysis  of  pellagra. 

"  But  a  frequent  symptom  is  the  obstinate  refusal  to  take  food, 
such  as  aggravates  painfully  the  already  sad  picture  of  the  pel- 
lagrin." 

Griesinger  notes  "  that  pellagrous  insanity,  according  to  Clerici 
(1855)  consists  chiefly  in  a  vague,  incoherent  delirium,  accom- 
panied by  stupor,  loss  of  memory,  and  by  loquacity  without 
special  disorder  of  intelligence,  or  violent  excitement;  the  mel- 
ancholic state,  which  predominates  for  a  long  time,  always  passes 
gradually  into  a  state  of  torpor  of  all  the  mental  powers,  with 
muscular  weakness,  which  greatly  resembles  general  paralysis. 

Mongeri "  concluded  that  the  pellagrous  psychoses  begin,  ordi- 
narily, with  a  period  of  mental  depression  accompanied  by  hypo- 
chondriac ideas.  Following  great  mental  prostration,  the  ideas 
become  confused.  Later  melancholia  appears  accompanied  by 
hallucinations  of  hearing,  with  illusions  of  general  sensibility.  Fol- 
lowing this  condition  are  delusions  of  persecution  with  a  tendency 
to  drowning  (the  hydromania  of  Strambio).  Again  developing 
persecutory  paranoia,  pellagrins  commit  crimes  of  every  sort 
(homicide,  infanticide,  incendiarism,  etc.).  Dementia  is  the  com- 
mon termination. 

We  will  next  quote  from  Bianchi,^*  one  of  the  leading  modern 
Italian  writers  on  mental  diseases. 

"  The  nervous  phenomena  dominate  the  scene  in  pellagra.  We 
may  classify  the  different  varieties  in  two  groups :  The  chronic 
and  the  acute.  The  first  is  characterized  by  general  depression, 
melancholia,  confusion,  slow  dementia,  paresthesias  and  ataxic 
gait.    Contractures  and  subsulti  are  absent,  although  in  most  in- 

*  By  amentia  Continental  writers  mean  acute  confusional  insanity. 
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stances,  the  reflexes  are  exaggerated.  In  the  acute  form,  we  have 
elevation  of  temperature  39  degrees  to  41  degrees  C. ;  intense 
neuromuscular  excitement,  subsulti,  contractures,  muscular 
rigidity,  exaggerated  reflexes  and  confusion  with  phases  of  exalta- 
tion. There  are  numerous  intermediate  forms  in  which  we  ob- 
serve a  great  variety  of  psychical  phenomena,  and  also  alternation 
of  excitement  and  depression.  Phases  of  remission  and  of  appar- 
ent recovery  are  observed,  especially  at  certain  seasons." 

Regis  "  announces,  that,  "  It  is  recognized  that  the  most  com- 
mon form  of  psychosis  in  pellagra  is  mental  confusion  with  mel- 
ancholy, or  dreamy  delirium.  This  occurs  more  or  less  marked  in 
most  of  the  cases.  It  is  manifested  by  an  inertia,  a  passivity,  an 
indifference,  a  considerable  torpor ;  by  insomnia,  hallucinations 
often  terrifying,  both  of  sight  and  hearing ;  by  delirious  concep- 
tions, with  fixed  ideas  of  hopelessness,  of  damnation,  of  fear, 
anxiety,  persecution,  poisoning,  of  possession  of  devils  and 
witches,  of  refusal  of  food,  and  so  marked  a  tendency  to  suicide, 
and  to  suicide  by  drowning  that  Strombio  gave  it  the  name  hydro- 
mania.  This  melancholy  depression,  which  can  reach,  in  certain 
cases,  even  to  stupor,  is  always  based  upon  a  foundation  of  obtu- 
sion, of  intellectual  hebetude,  and  of  considerable  general  debility, 
which  becomes  permanent  and  terminates  by  degrees  in  dementia, 
in  proportion  as  the  pellagrous  cachexia  makes  new  progress.  It 
is  accompanied  sometimes  by  a  polyneuritis.  The  mental  con- 
fusion of  pellagrins  can,  in  place  of  changing  directly  into  de- 
mentia, turn  to  a  chronic  mental  confusion. 

"  One  may  also  observe  in  pellagra,  as  in  every  chronic  grave 
intoxication,  a  morbid  state  resembling  general  paralysis  (pel- 
lagrous pseudo-general  paralysis).  This  occurs  especially  in  the 
cases  where  instead  of  habitual  melancholy  ideas,  the  patients 
present  ideas  of  satisfaction  and  of  wealth." 

Procopiu  ^  discusses  the  subject  at  length,  saying  in  part:  "  We 
have  seen  that  the  character  and  intelligence  of  pellagrins  change. 
They  become  sad,  apathetic,  silent;  in  the  more  advanced  stage 
they  are  melancholy,  and  fall  sometimes  into  an  absolute  mutism, 
or  respond  with  difliculty,  and  have  the  air  of  not  understanding 
what  is  said  to  them. 

"  Sometimes  this  melancholy  is  accompanied  with  stupor,  and 
leads  the  poor  pellagrins  into  dementia. 
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"  It  is  not  rare  in  .this  condition,  that  an  attack  of  acute  mania 
breaks  out.  At  another  time,  the  attack  of  mania  breaks  forth 
suddenly  without  apparent  cause,  or  under  the  influence  of  a  sun- 
stroke, a  quarrel,  a  disappointment,  etc. 

"  Sometimes,  it  is  in  the  spring  that  the  excitement,  as  the  other 
symptoms  of  pellagra,  makes  its  appearance,  but  generally  it  is 
later  than  the  others,  and  bursts  forth  at  the  end  of  the  season,  or 
even  during  the  summer. 

"  Pellagrous  insanity  has  been  divided  into  acute  and  chronic 
forms. 

"  The  acute  form  is  more  frequent  when  the  pellagra  is  associ- 
ated with  alcoholism,  then  this  form  presents  the  characters  of 
delirium  tremens.  The  acute  form  often  manifests  itself  in  the 
course  of  the  chronic  form,  but  it  can  also  begin  in  the  state  of 
apparent  health. 

"  The  acute  insanity  in  particular  which  bursts  out  suddenly 
while  the  patient  is  in  a  state  of  mental  health,  is  easy  enough  to 
cure.  But  when  the  disease  is  advanced,  and  the  lesions  of  the 
nerve  centers  are  profound,  cure  is  difficult,  sometimes  impossible, 
especially  in  the  case  of  dementia.  When  even  a  sensible  amel- 
ioration is  obtained,  the  intellectual  condition  of  the  patients  re- 
mains always  in  a  marked  degree  of  inferiority." 

From  the  more  recent  treatise  of  Tanzi  ^  we  learn  that  "  Pel- 
lagra is  almost  always  accompanied  by  psychical  disturbances, 
which  often  have  the  character  of  true  mental  diseases. 

"  A  pellagrous  melancholia  and  a  pellagrous  mania  have  been 
described.  The  characteristic  psychosis  of  pellagra  is,  however, 
amentia,  which  manifests  itself  acutely  in  loss  of  sense  of  place, 
loss  of  memory,  confusion,  hallucinations,  and  paresthesias,  from 
which  there  arise  morbid  impulses  and  delusions.  Pellagrous 
amentia,  often  assumes  a  depressive  form,  which  simulates  melan- 
cholia, and  in  some  cases  either  from  time  to  time,  or  throughout 
the  whole  course  of  the  psychosis,  it  is  accompanied  by  exaltation, 
which  gives  it  some  resemblance  to  mania. 

"  The  first  attack  of  amentia  occurs  after  pellagra  has  existed 
for  some  years,  and  has  already  given  rise  to  erythema,  and  diar- 
rhea, and  has  remitted  from  time  to  time.  In  other  words,  the 
pellagrous  lunatic  is,  as  a  rule,  a  chronic  sufferer  from  pellagra. 
But  whilst  the  pellagra,  although  chronic,  continues  to  run  an 
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intermittent  course,  the  mental  disturbances  associated  with  it  have 
the  characteristics  of  an  acute  insanity,  which  corresponds  exactly 
to  amentia,  1.  e.,  to  the  most  typical  of  the  acute  insanities,  both 
as  regards  the  symptoms  and  course. 

"  The  insanity  of  pellagra  is  thus  something  different  from 
common  melancholia,  or  from  ordinary  mania.  It  is  also  some- 
thing more  than  simple  amentia.  We  may  regard  it  as  the  com- 
bination of  two  distinct  clinical  pictures ;  namely,  that  of  amentia 
in  the  first  attacks,  and  that  of  dementia  in  the  later  and  progres- 
sive phase,  marked  by  chronic  and  incurable  cachexia.  It  is  an 
intermittent  and  progressive  amentia,  which,  if  not  cured  or  if  not 
early  fatal,  terminates  in  dementia.'' 

What  is  the  relationship  of  pellagra  to  progressive  paralysis? 
Baillarger  asserts  that  pellagra  may  be  followed  not  only  by  mania 
and  melancholia,  but  also  by  progressive  paralysis.  Verga  opposes 
the  last  opinion,  while  Regis  and  Piannetta  affirm  it  (Gregor). 

Gregor  ^  in  1907,  recognizing  that  exhaustive  clinical  observa- 
tions on  the  so-called  mental  disturbance  of  pellagra  were  want- 
ing, made  careful  analyses  of  the  psychic  condition  observed  in 
72  cases,  who  had  been  admitted  to  the  Bukowina  State  Asylum 
from  March,  1904,  to  September,  1905.  In  1902,  he  says,  Finzi 
published  his  "  Psicosi  Pellagrose,"  coming  to  the  conclusion  that 
this  mental  disturbance  is  essentially  an  insanity,  and  that  the  psy- 
chosis of  pellagra  is  amentia.  This  view,  which  agrees  with  that 
of  Tanzi  was  combated  by  Vedrani,  who  maintains  that  the  psy- 
chosis of  pellagra  takes  usually  its  course  without  serious  dis- 
turbances of  orientation  and  reason.  On  the  other  hand.  War- 
nock**  claims  that  symptoms  of  melancholia  are  the  usual 
accompaniments  of  the  mental  disturbances  in  pellagra,  and  thus 
approaches  the  views  of  the  older  writers,  who  assumed  especially 
close  relations  between  pellagra  and  melancholia.  Thus  Aubert 
tried  to  prove  in  1858  that  an  attack  of  pellagra  might  convert  an 
heterogenous  disease  into  melancholia.  This  view  was  vigorously 
maintained  by  Aubert  against  Baillarger  and  others,  who  held  that 
the  psychoses  of  pellagra  are  polymorphic,  including  meningitis, 
mania,  melancholia,  etc.,  and  even  general  paralysis.  This  view 
is  still  maintained  notably,  by  Zletarovic,  who  has  observed  the 
development  on  the  basis  of  nutritive  disturbances  caused  by 
pellagra  of  melancholia  and  mental  weakness  to  complete  stupor 
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and  dementia,  but  he  never  observed  mania.  Even  Lombroso  and 
Tuczek,  says  Gregor,  give  only  pictures  of  psychical  conditions. 
Gregor  also  considers  the  studies  of  pellagrous  insanity  by  Finzi 
and  Vedrani  as  inadequate.  But  granting  the  absence  of  a  char- 
acteristic symptom-complex,  he  says  that  we  must  still  search  for 
characteristic  peculiarities,  since  psychoses,  which  are  in  them- 
selves not  specific,  may  assume  certain  symptoms,  which  are  to  be 
considered  with  regard  to  their  etiology. 

Gregor  also  included  in  his  study  whether  the  relationship  be- 
tween pellagra  and  the  psychoses  was  accidental  or  casual.  It  will 
thus  appear  that  he  attempts  to  reach  a  much  broader  and  deeper 
conception  of  the  neuroses  and  psychoses  of  pellagra.  He  divided 
his  'J 2.  cases  into  seven  groups:  (i)  Neurasthenia,  (2)  acute 
stuporous  dementia,  (3)  amentia  (acute  confusional  insanity),  (4) 
delirium  acutum,  (5)  katatonia,  (6)  anxiety  psychosis,  and  (7) 
manic-depressive  insanity.* 

Gregor  analyses  most  of  his  cases  at  length,  finally  summariz- 
ing the  symptoms  he  had  observed. 

I.  Neurasthenia  (Seven  Cases). 

The  symptoms  of  Gregor's  first  group  in  their  details  are  not 
specific  of  pellagra,  but  offer  in  their  totality  a  characteristic  dis- 
ease picture. 

The  symptoms  are  subjective  and  include  headache,  pain  in  the 
gastric  region,  vertigo,  paresthesias,  lassitude,  depression,  a  sense 
of  unrest  and  anxiety,  which  may  be  raised  to  a  phobia,  as  well 
as  ill-defined  apprehensions.  There  is  also  a  sense  of  bodily  and 
mental  incapacity,  and  of  illness.  Their  conduct  is  normal,  and 
the  intellect  may  be  unimpaired,  but  they  are  incapable  of  mental 
and  physical  exertion.     The  process  of  association  is  distinctly 

*  In  Stoddart's  recent  work  (24) ,  these  varieties  of  exhaustion  psychoses 
are  recognized : 

1.  The  depressive  form.     (Associated  with  motor  restlessness). 

2.  The  excited  form.  (Exaltation:  always  with  motor  excitement). 

3.  The  stuporose  form.  (The  patients  are  quiet  and  rigid,  the  rigidity 
affecting  the  trunk  and  limbs,  and  they  have  terrifying  hallucinations,  and 
consequently  are  in  a  state  of  extreme  depression). 

4.  A  form  of  "  collapse  delirium  "  as  recognized  by  Kraepelin. 

5.  The  katatonic  form  of  dementia  prsecox. 

6.  There  is  also  an  intermittent  form  of  psychosis  tending  to  dementia. 

22 
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disturbed,  the  simplest  question  often  being  answered  only  after 
prolonged  hesitation.  With  depression  of  spirits,  hypochondriacal 
notions  may  develop  from  a  consciousness  of  being  pellagrous,  or 
from  experience  in  former  illnesses.  In  some  cases  there  is  a 
slight  motor  unrest,  and  a  desire  to  move  about,  but  as  a  rule 
patients  of  this  group  labor  under  motor  impediment,  and  sink 
finally  into  a  condition  of  apathy  and  resigned  inactivity.  Gregor 
admits  that  these  symptoms  are  not  specific  of  pellagra.  But  he 
suggests  that,  if  these  symptoms  have  lasted  for  several  years,  the 
suspicion  of  pellagra  as  a  causative  factor,  should  be  aroused  in 
the  physician's  mind,  even  without  the  presence  of  the  somatic 
stigmata  of  the  disease.  He  also  observes  that  the  first  attack  of 
pellagra  is  more  likely  to  be  accompanied  by  neurasthenia  and 
that  this  condition  commonly  precedes  the  development  of  the 
other  pellagrous  psychoses. 

II.  Acute  (Stuporous)  Dementia  (Ten  Cases). 

The  milder  cases  of  this  group  differ  from  the  preceding  group 
only  in  degree.  The  symptoms  merely  suggested  in  the  former 
group  exist  here  in  full  force.  The  cases  of  this  group  are  char- 
acterized by  a  distinctly  marked  stupor,  tending  to  remissions,  by 
deep  mental  depression,  a  vivid  sense  of  insufficiency  and  peculiar 
subjective  troubles.  The  dependence  upon  pellagra  intoxication 
can  be  established  by  the  close  connection  of  the  psychic  disease- 
picture  with  the  somatic  symptoms  of  pellagra.  The  mental  symp- 
toms improve  with  the  bodily.  The  external  appearances,  the  de- 
pressed mental  condition,  the  tendency  to  suicide,  etc.,  explain  the 
fact  that  such  cases  are  frequently  considered  melancholia.  Finzi 
contradicts  this  view,  and  places  these  cases  under  amentia.  Some 
of  Tanzi's  and  Vedrani's  cases  also  come  under  this  group. 

The  patients  give  the  impression  of  being  sick,  as  they  lie  still 
and  apathetic  in  bed  for  weeks,  and  answer  repeated  questions 
only  after  a  painful  effort,  or  not  at  all.  Requests  of  the  simplest 
nature  are  carried  out  only  with  hesitation  and  effort,  and  often 
the  action  once  begun  is  interrupted  in  its  first  phase,  or  the  re- 
quest is  forgotten.  Mostly  we  are  assured  that  the  patients  are 
well  oriented,  and  often  we  see  after  the  hesitation  ceases,  that  the 
psychic  activity  is  revived  for  a  short  time,  but  sometimes  in  the 
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height  of  the  disease  orientation  may  also  be  disturbed.  Illusions 
appear,  the  patients  show  a  sense  of  insufficiency,  and  sometimes 
also  a  hypochondriacal  sense  of  sickness,  and  a  consciousness  of 
their  psychic  impediments. 

In  many  cases  in  which  the  stupor  developed  gradually  a  dis- 
turbance of  psycho-motor  activity  was  observed  without  vivid 
mental  disturbances.  On  the  other  hand,  some  cases,  recognizing 
their  incapacity  for  practical  life,  voluntarily  committed  themselves 
to  the  asylum.  Most  cases  showed  a  gradual  development  of  an 
affectless  stupor,  with  a  final  return  to  their  former  mental  con- 
dition. Rarely  psychic  impediments  develop  in  a  relatively  short 
time.  The  sense  of  insufficiency  may  assume  a  distinctly  melan- 
choly coloring,  with  suicidal  tendencies.  Again  severe  cases  may 
assume  temporarily  katatonic  symptoms  of  posture  and  motion 
stereotypies. 

With  this  group,  memory  disturbances  were  especially  well 
marked,  as  Tanzi  has  emphasized,  but  weakness  of  memory  is  not 
a  characteristic  of  acute  pellagrous  dementia.  Upon  convalescence 
memory  returns  easily,  so  that  the  apparent  memory  disturbance  is 
due  rather  to  the  general  difficulty  of  performing  psychical  proc- 
esses than  a  weakness. 

With  the  relief  of  the  somatic  symptoms  of  acute  pellagra,  the 
mental  symptoms  also  improve.  Besides,  the  connection  between 
pellagra  and  nervous  disturbances  is  evident,  and  different  mental 
symptoms  may  complicate  the  picture.  It  would  appear  that  mel- 
ancholia is  the  typical  mental  disturbance  of  pellagra.  Tanzi  be- 
lieves that  we  should  call  such  cases  amentia,  and  consider  them 
sligh't  forms  of  this  psychosis.  It  is  in  this  group  that  Tanzi  would 
place  the  typical  cases  of  pellagrous  insanity.  Stupor  seems  to 
promise  a  long  duration,  and  an  unfavorable  prognosis.  Favor- 
able cases  lasted  from  one  to  six  months. 

III.  Amentia  (Acute  Confusional  Insanity)    (Thirty-Two 

Cases). 

These  cases  were  long  continued  with  a  tendency  to  remissions 
and  intermissions.  After  a  prolonged  period,  which  shows 
essentially  the  symptoms  of  the  first  group,  appear  usually  terrify- 
ing hallucinations,  accompanied  by  violent  motor  excitement.    The 
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delirium  was  frequently  followed  by  stupor,  or  existing  stupor 
was  interrupted  by  delirium.  The  patients  see  the  house  or  village 
burning,  enemies  coming,  wild  animals  attacking  them,  the  devil 
appears,  or  machines  cut  off  their  heads.  More  rarely,  they  have 
quiet  dreamy  states,  the  heavens  open  and  the  Lord  appears, 
bishops,  priests,  figures,  etc.,  pass  by.  In  imagination  they  return 
to  .the  scenes  of  their  daily  life.  Again,  they  run  away  to  escape 
the  flames,  or  to  defend  themselves  against  persecution.  Here  we 
have  phenomena  of  motion  in  connection  with  hallucinations.  If 
secluded,  they  move  about,  are  noisy  and  knock  upon  the  door. 
The  duration  of  this  excitement  varies  from  a  few  hours  to  several 
'days.  Theses  episodes  are  followed  more  or  less  by  long  intervals 
in  which  the  patients  are  quiet  in  mind  and  body.  They  may  be 
stuporous,  but  usually  show  only  slight  disturbance  of  orientation. 
Later  they  pass  into  a  delirium  like  that  of  meningitis  or  typhoid. 
If  diarrhea  be  present,  the  complex  of  typhoid  pellagra  is  recog- 
nized. This  may  develop  in  a  chronic  case,  or  be  an  acute  process. 
While  in  rare  cases  the  bodily  and  mental  symptoms  may  improve, 
death  usually  follows  this  typhoid  condition.  Hallucinosis  seems 
to  offer  for  the  first  attack  a  decidedly  favorable  prognosis. 

Dementia  does  not  always  ensue  upon  a  severe  initial  attack, 
but  develops  in  chronic  cases  of  either  bodily  or  psychic  pellagra. 
The  development  of  katatonic  symptoms,  which  may  appear  espe- 
cially in  youthful  cases,  renders  the  diagnosis  difficult. 

IV.  Acute  Delirium  (Two  Cases). 

The  cases  of  this  group  are  distinguished  from  those  of  the  third 
group  by  the  intensity  of  the  disease  symptoms,  hallucinations, 
motor  excitation,  and  shorter  courses  ending  in  death.  For  this 
reason,  the  conception  as  acute  delirium  seems  justified. 

The  symptoms  of  this  condition  may  occur  without  the  bodily 
sings  of  pellagra.  But  they  usually  occur  synchronously.  Ab- 
sence of  a  rise  of  temperature  has  been  noted  by  both  Italian  and 
German  observers. 

Groups  II,  III  and  IV  show  a  great  similarity  with  the  mental 
symptoms  of  acute  infectious  diseases.  They  might,  therefore, 
be  classified  under  the  infective  exhaustive  psychoses. 
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V.  Katatonia  (Ten  Cases). 

The  katatonic  condition  occurs  with  acute  somatic  pellagra. 
Here,  considering  the  concurrence  of  acute  somatic  and  psychic 
pellagra,  we  must  assume  a  pellagrous  intoxication  as  to  the  causa- 
tive factors,  as  in  pellagrous  neurasthenia.  Many  patients  show 
consciousness  of  their  disease.  Hallucinations  may  precede  this 
condition.  Excitement,  stereotypy,  wild  jactitation  and  verbigera- 
tion are  common.    The  katatonic  cases  pass  rapidly  into  dementia. 

Of  the  cases  of  the  fifth  group,  the  majority  belong  to  the  kata- 
tonia subdivision  from  the  symptoms,  course  and  termination.  In 
three  cases  (females),  excitation  occurred,  ending  with  stereotypy, 
jactitation  and  verbigeration.  The  patients  did  not  show  marked 
affects.  In  one  case,  hallucinations  preceded  the  condition.  In 
all  three  cases,  the  transition  into  dementia  was  rapid,  in  which 
posture  and  motion  stereotypies,  impulsive  actions  and  talkative- 
ness were  observed.  In  one  case,  these  symptoms  were  followed 
by  a  permanent  negative  phase.  In  another  case,  besides  many 
posture  and  motion  stereotypies,  and  interchange  of  negativism 
and  Hexihilitas  cerea  was  observed.  In  one  case,  the  katatonic 
symptoms  were  marked  from  the  beginning.  A  male  case,  showed 
on  admission  to  the  hospital,  katatonic  excitation,  and  after  a  few 
days  a  remission  followed  by  another  katatonic  phase. 

Six  of  these  cases  ended  in  dementia  more  or  less  rapidly,  al- 
though remissions  may  occur. 

VI.  Anxiety  Psychoses  (Three  Case:). 

The  violent,  fluctuating  anxiety  affect,  the  motor  unrest,  the 
anxiety  ideas,  and  the  "  phonemes  '^  completing  them,  determined 
from  the  first  the  diagnosis  of- an  anxiety  psychosis.  It  is  true, 
this  disease  picture  is  complicated  by  extraneous  features.  The 
patients  show  a  marked  sense  of  insufficiency,  appear  slightly 
stuporous  in  the  intervals  between  attacks  and  resemble  cases  of 
groups  II  and  III.  Later  after  the  anxiety  attacks  have  dis- 
appeared, the  mental  weakness  increases,  the  second  phase  gradu- 
ally lessens  as  it  does  in  patients  of  the  group  mentioned.  In  the 
second  case,  the  psycho-motor  weakness  changed  by  turns  with 
violent  anxiety  affects  and  vivid  motor  unrest.  Temporary  ideas 
of  persecution,  and  of  sin,  and  later  of  stupor  were  also  observed. 
The  third  case  was  typical  depressive  melancholia. 
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VII.  Manic-Depressive  Insanity   (Two  Cases). 
Of  the  two  cases,  one  showed  the  condition  of  mania  arising 
from  subjective  pellagra  troubles.     In  the  other,  mania  was  fol- 
lowed by  a  distinct  stupor. 

Spinal  Disturbances. 

Gregor  verifies  Tonnini's  observations  upon  the  spinal  symptoms 
of  pellagrins.  These  are:  Increase  of  the  tendon  reflexes,  in- 
crease of  mechanical  muscular  excitement,  tremor  of  the  fingers, 
rigidities  and  spasms  of  the  leg  muscles,  spastic  gait,  diminution 
of  the  tactile,  thermal,  farado-cutaneous  sensibility;  paresthesias, 
ataxia  of  lower  limbs  and  in  rare  cases,  of  the  upper  extremities ; 
and  Romberg's  symptom.  Also  muscular  spasms ;  tonic  spasms 
being  present  in  patients  in  the  terminal  stage  of  pellagra,  but 
clonic  spasms  are  also  observed,  and  these  without  the  symptoms 
of  typhoid  pellagra.  Paresis  of  the  lower  facial  nerve  was  also 
noted. 

Dementia. 

The  dementia  following  pellagra  shows  different  forms.  One 
form  develops  an  almost  complete  disappearance  of  mental  ac- 
tivity, which  justifies  the  names  '*  paralytic."  But  a  milder  degree 
of  dementia  characterizes  the  larger  number  of  cases.  They  are 
oriented,  usually  well-behaved,  but  dull  and  showed  a  lack  of  self- 
restraint,  with  a  tendency  to  break  out  into  violent  passion  and 
impulsive  actions. 

A  simultaneously  existing  alcoholism  has  a  modifying  influence 
upon  the  disease  picture.  Furthermore,  in  many  individuals,  the 
pellagrous  mental  disturbance  does  not  appear  until  old  age,  and 
it  brings  about  a  precocious  senile  dementia. 

There  is  a  distinct  pellagrous  dementia,  like  paresis,  marked 
with  somatic  changes.  An  affirmative  answer  is  given  to  the 
question :  Are  there  disease  pictures  of  dementia,  whose  anatomical 
basis  is  an  injury  to  the  brain  by  the  toxines  of  pellagra  ? 

Termination. 

Of  42  non-fatal  cases,  21  were  first  attacks.  Of  these  17  re- 
covered and  four  became  demented.  The  others  (21)  had  already 
passed  through  former  psychoses.  Of  these  seven  were  cured  and 
14  became  demented.  These  figures  prove  how  unfavorable  for 
complete  cure  the  pellagrous  psychoses  are. 


J.   W.   BABCOCK.  343 

Of  the  72  cases,  Gregor  classified  under  the  amentia  group  32, 
the  dementia  and  katatonia  10  each ;  neurasthenia  7,  anxiety  psy- 
chosis 3,  manic-depressive  and  acute  delirium  2  each.  The  other 
cases  making  up  the  total  were  excluded  for  alcoholism,  etc. 
These  figures  show  that  not  a  sufficient  number  has  been  studied 
for  final  conclusions.  The  further  studies  and  reports  promised 
by  Gregor  will  be  awaited  with  interest. 

Gregorys  General  Summary. 

In  pellagra  there  occur  mental  disturbances,  which  belong  to 
different  forms  of  psychoses.  The  first  three  groups  must  be  con- 
sidered as  pellagrous  from  their  development,  symptomatology 
and  course,  being  caused  by  the  pellagrous  intoxication  of  the 
central  nervous  system.  The  assumption  of  a  pellagrous  dementia 
is  justified  ;  it  can  be  delimited  in  the  terminal  stage  from  dementia 
paralytica,  which  is  alone  to  be  considered  differentially.  Weak- 
ness of  memory  is  not  a  characteristic  sign  of  pellagra,  its  appar- 
ent presence  being  really  a  sign  of  psychic  impediments.  The 
many-sidedness  of  the  condition  picture  explains  the  view  that  all 
forms  of  mental  disturbances  may  occur  in  pellagra.  Pellagra 
does  not  cause  true  melancholia,  and  depression  in  pellagra  is  not 
dependent  upon  exhaustion,  since  it  occurs  also  in  well-nourished 
cases,  and  in  favorable  conditions  of  life.  The  contradiction  be- 
tween the  views  of  Finzi  and  Vedrani  is  explained  by  the  fact  that 
both  had  not  the  same  picture  before  them.  Further,  hallucina- 
tions and  disturbances  of  orientation  occur  episodically  in  pella- 
grous psychoses.  Among  the  spinal  symptoms,  the  marked 
diminution  of  farado-cutaneous  sensibility  and  the  occurrence  of 
clonic  muscular  spasms  in  the  so-called  second  stage  deserve 
special  mention. 

As  will  be  seen,  Gregor's  classification  also  is  not  above  criti- 
cism; katatonic  conditions  are  observed  in  his  dementia  and 
amentia  groups,  and  his  acute  delirium  differs  only  in  degree  from 
some  of  the  same  cases.  Paranoiac  symptoms  appear  in  the 
patients  of  several  groups,  and  stupor  with  his  anxiety  cases.  A 
neurasthenic  condition  preceded  all  other  psychoses,  but  his 
paralytic  cases  equally  deserve  separate  grouping.  He  admits 
typhoid  pellagra  without  temperature,  and  pellagrous  neurasthenia 
without  somatic  stigmata,  while  renouncing  pellagra  sine  pellagra. 
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The  only  careful  consideration  of  this  broad  subject  that  has 
come  to  my  knowledge  by  an  American  physician,  is  that  by  J.  W. 
Mobley^'  of  the  Georgia  State  Sanitarium.  He  says  his  cases 
fall  principally  under  the  intoxication,  or  infective-exhaustive 
group,  and  he  has  subdivided  them  under  four  headings : 

1st.  Acute  intoxication  psychosis,  with  psycho-motor  suspen- 
sion. 

2d.  Infective-exhaustive  psychosis,  with  psycho-motor  retarda- 
tion or  excitation. 

3d.  Symptomatic  melancholia,  with  psycho-motor  retardation. 

4th.  Manic-depressive,  with  psycho-motor  retardation  or  exci- 
tation. 

Bassoe  of  the  Illinois  Pellagra  Commission,  according  to  Hyde, 
after  careful  neurological  examination  of  19  cases  divided  them 
into  three  groups :  those  with  probable  degeneration  of  the  pyra- 
midal tracts ;  those  with  degeneration  of  the  posterior  columns, 
and  those  with  combined  degenerations.  These  clinical  results  are 
largely  confirmed  by  the  pathological  findings  (Bowen  and 
Towle).^ 

The  question  now  arises :  Under  what  group  shall  pellagrous 
insanity  be  classified  ? 

Bucknill  and  Tuke  "  classify  it  with  alcohol  under  toxic  insanity. 
Regis'"  places  the  pellagra  psychosis  with  the  psychopathies  of 
exointoxications ;  Mongeri "  under  the  infective  psychoses,  be- 
tween the  post-influenzal  and  Korsakoff's  disease. 

Bianchi  ^  classifies  pellagrous  insanity  under  the  toxic  psy- 
choses, with  alcoholic,  morphine  and  cocaine  conditions,  and  sepa- 
rately from  the  infective  group. 

Tanzi  ^^  considers  it  a  toxic  insanity. 

Conclusion. 

It  is  now  established  that  pellagra  in  the  United  States  extends 
from  the  Atlantic  to  the  Pacific,  and  from  the  Great  Lakes  to  the 
Gulf  of  Mexico.  The  disease,  therefore,  is  no  longer  merely  of 
academic  interest  to  the  American  physician,  be  he  alienist,  or 
neurologist,  dermatologist  or  general  practitioner. 

It  is  probable  that  pellagra  has  occurred  sporadically  in  this 
country  for  40  to  50  years,  but  it  is  certain  that  for  the  last  three 
or  four  years  it  has  appeared  in  epidemic  form. 


J.    W.   BABCOCK.  345 

Numerically,  its  prevalence  cannot  be  accurately  or  even  ap- 
proximately stated,  but  its  wide  geographical  distribution  empha- 
sizes the  need  of  vigorous,  intelligent  investigation  into  its  causa- 
tion, prevention  and  treatment  on  the  part  not  only  of  medical 
profession,  but  also  by  both  State  and  Federal  governments. 

The  association  of  pellagra  with  nervous  and  mental  symptoms 
is  common.  This  relationship  is  that  of  direct  cause  and  effect, 
and  is  not  an  accident  or  coincidence. 

Cases  of  pellagrous  insanity  have  usually  suffered  from  pellagra 
with  neurasthenic  symptoms  for  sometimes  before  the  develop- 
ment of  mental  symptoms.  The  psychoses  are,  therefore,  as  a  rule 
the  result  of  a  chronic  intoxication.  At  least  this  is  the  conclusion 
in  Europe ;  whether  it  always  holds  good  in  this  country  is 
doubtful. 

Some  cases  of  pellagrous  insanity  appear  to  belong  to  the  in- 
fective-exhaustive type  of  mental  diseases,  and  others  rather  to 
the  toxic  group.  In  view  of  the  fact  that  these  two  groups  have 
been  embraced  under  the  comprehensive  term  of  confusional  in- 
sanity, many  cases  of  the  pellagrous  psychoses  may  better  be  in- 
cluded under  the  general  heading  of  confusional  insanity.''' 

It  seems  to  be  admitted  that  the  mental  condition  of  pellagrins 
undergoes  an  early  modification.  This  early  mental  state  may  be 
ill-defined  or  show  itself  by  a  greater  moral  impressionability,  or 
greater  psychical  excitability,  or  it  may  be  described  under  the 
general  term  of  neurasthenia.  Later  inertia  appears,  the  patients 
are  apathetic,  and  show  psycho-motor  impediments.  There  is  said 
to  be  intellectual  hebetude,  stupor  or  even  mutism.  Lombroso's 
"  psychical  catalepsy  "  may  appear.  If  they  are  not  silent,  pel- 
lagrins respond  with  difficulty,  or  have  the  air  of  not  understand- 
ing what  is  said  to  them.  Insomnia  is  almost  universal,  and  de- 
pression (psychic  pain),  is  characteristic.  Stupor  often  ensues, 
and  confusion,  the  type  of  exhaustion  and  intoxication  psychoses, 

*  It  may  be  well  to  place  here  a  summary  of  Kirby's  views  of  the 
symptoms  of  confusional  insanity  (32)  :  "A  relatively  short  course,  some 
delirium  or  very  marked  confusion,  hallucinations,  unsystemized  delusions 
and  later  stupor  and  mental  enfeeblement.  Delirium  varies  according  to 
the  character  of  the  individual  and  therefore  may  be  absent  or  very  severe 
and  fatal.  Hallucinations,  delusions  and  disorders  of  memory  and  orienta- 
tion vary  in  individuals  and  groups." 
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dominates  the  scene.  The  patients  appear  frightened,  become 
suspicious,  have  ideas  of  demoniacal  possession,  refuse  food  and 
medicine,  are  subject  to  hallucinations,  illusions  and  delusion,  are 
suicidal  (hydromania)  and  have  other  criminal  tendencies.  Epi- 
sodic disorders  of  memory  and  orientation  are  observed. 

The  effort  is  sometimes  made  to  classify  the  mental  condition  of 
pellagrins  as  acute  and  chronic.  In  the  acute  form,  the  commoner 
symptoms  are:  Temp.  39°-4i°  C.  Neuro-muscular  excitement, 
subsulti,  contractions,  muscular  rigidity,  exaggerated  reflexes, 
confusion  with  phases  of  exaltation,  and  marked  insomnia. 

This  condition  is  said  to  be  more  common  with  alcoholism  but 
may  occur  at  any  stage  of  the  disease. 

Chronic.  Depression,  confusion,  paresthesis,  hallucinations  and 
illusions,  memory  disturbances,  insomnia,  exaggerated  reflexes, 
ataxia  and  terminal  dementia. 

Intermediate  forms  occur,  being  marked  by  alternations  of  de- 
pression and  exaltation  with  remissions  and  apparent  recovery. 
Excitement  may  break  forth  without  cause,  especially  in  the  spring 
and  summer. 

Polyneuritis  is  sometimes  observed. 

For  the  chronic  form,  dementia  is  the  common  termination,  but 
it  may  be  complicated  by  paralysis  or  tuberculosis. 

In  the  first  attacks  the  pellagrous  psychosis  is  an  amentia  (con- 
fusional  insanity).  In  the  later  and  progressive  phase,  marked  by 
chronic  and  incurable  cachexia,  it  is  a  dementia.  It  is  an  inter- 
mittent and  progressive  amentia,  which,  if  not  cured,  or  if  not 
early  fatal,  terminates  in  dementia  (Tanzi).  Or  it  may  end  in 
chronic  mental  confusion  or  in  pellagrous  pseudo-general  paralysis 
(Regis). 

Depression  and  confusion  are  the  more  common  mental  symp- 
toms associated  with  pellagra,  but  periods  of  exaltation  (excite- 
ment) also  occur. 

,  Exaltation  and  delirium  seem  to  occur  in  pellagra  in  at  least 
three  forms.  First.  As  temporary  episodes  of  excitement  lasting 
for  a  few  hours  or  a  few  days.  Second.  As  an  acute  collapse 
delirium,  usually  fatal  in  from  one  to  two  weeks.  This  may 
occur  so  early  in  the  disease  as  to  constitute  an  initial  delirium. 
Though  rare  in  Italy  this  form  is  far  from  uncommon  in  the 
United  States  and  it  constitutes  many  of  the  cases  of  so-called  acute 
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pellagra  now  frequently  reported  in  this  country.  Third.  Another 
form  of  delirium  is  that  which  develops  in  the  terminal  or  cachetic 
stage  of  chronic  pellagra:  this  is  the  typhoid  pellagra  (pellagra 
typhosus)  of  which  much  has  been  written  and  which  is  compara- 
tively rare  both  in  Italy  and  the  United  States.  It  is  this  terminal 
condition  of  long  standing  pellagra,  which  Lombroso  calls  typhoid 
pellagra,  but  other  authors,  as  Morselli,  confuse  the  acute  collapse 
delirium  of  pellagra  ("  supra-acute  pellagra  ")  with  it* 

Strictly  there  is  no  mental  symptom-complex  characteristic  of 
pellagra,  but  pellagra  may  act  as  the  exciting  cause  of  several 
forms  of  nervous  and  mental  states,  varying  from  neurasthenia  to 
polyneuritis  and  meningitis  and  from  simple  depression  to  paretic 
conditions,  and  dementia. 

Under  the  influence  of  the  pellagrous  intoxication,  patients  com- 
mit crimes — suicide  (hydromania),  homicide,  infanticide,  incen- 
diarism, etc. 

According  to  the  degree  or  duration  of  the  pellagrous  intoxica- 
tion or  possibly  from  idiosyncrasy,  the  patient  is  liable  to  develop 
the  symptoms  of  acute  collapse  delirium  at  any  time,  and  die  in 
the  attack,  though  recovery  is  possible. 

It  is  not  unlikely  that  the  mental  symptoms  of  pellagra  may 
differ  by  seasons  or  in  different  countries  and  in  different  parts 
of  the  same  country,  just  as  broadly  speaking,  do  the  physical 
signs  and  symptoms  of  the  disease. 

After  all  may  not  Baillarger  be  right  in  questioning  whether 
the  pellagrous  poison  does  not  like  alcohol,  produce  these  various 
neuroses  and  psychoses  according  to  the  varying  relation  of  dift'er- 
ent  individuals? 

Finally  in  the  language  of  Dr.  Zeller,  when  we  understand  what 
pellagra  is — "  root  and  all  and  all  in  all  " — shall  we  not  better  un- 
derstand what  insanity  is  ? 

[Grateful  acknowledgment  is  made  to  officers  of  the  U.  S.  P. 
H.  and  M.-H.  Service  and  to  assistants  in  the  library  of  the  Sur- 
geon-General's Office,  Army  Medical  Museum,  Washington,  D. 
C.,  for  many  courtesies  and  valuable  aid  in  preparing  this  paper.] 

*  Procopiu  asserts  that  Landouzy  erred  in  seeing  in  this  condition  an 
acute  pellagra,  because  this  condition  always  manifests  itself  after  a  long 
period  of  chronicity. 
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A  REPORT  OF  TWO  CASES  OF  PELLAGRA. 
By  M.  L.  perry,  M.  D.,  Parsons,  Kans. 

There  is  no  longer  any  doubt  about  the  existence  of  pellagra 
in  some  parts  of  the  United  States.  How  long  it  has  been  preva- 
lent in  this  country  and  over  how  large  a  territory  it  is  distributed 
are  still  matters  of  some  controversy.  It  is  believed  by  some  to 
be  of  quite  recent  development,  while  others  are  of  the  opinion 
that  the  disease  has  been  present  for  many  years  but  has  not  been 
recognized.  There  is  strong  probability  that  the  latter  contention 
is  true.  Since  the  clinical  picture  of  the  malady  has  become  better 
known,  cases  have  been  reported  from  a  number  of  different 
sections,  and  many  of  the  older  asylum  physicians  recall  cases 
which  occurred  in  their  practice  years  ago  that  presented  the 
symptom  complex  now  diagnosed  as  pellagra.  I  recall  several 
such  unrecognized  cases  that  came  under  my  care  as  early  as 
1900.  Regardless  of  the  time  of  its  first  appearance  in  this  coun- 
try, there  is  reason  to  believe  that  the  disease  is  rapidly  increasing, 
and  in  some  sections,  especially  in  the  Southern  States,  enough 
cases  have  been  found  to  indicate  a  very  serious  state  of  affairs. 
I  am  convinced  that  this  disease  exists  over  a  much  larger  area 
than  has  been  supposed,  and  it  is  quite  possible  that  before  many 
years  it  will  prove  to  be  a  problem  of  national  concern.  Believing 
that  it  is  important  that  the  attention  of  the  profession  be  called 
to  cases  of  pellagra  developing  or  existing  in  sections  where  the 
malady  has  not  been  previously  recognized,  I  am  reporting  briefly 
two  cases  that  have  come  under  my  observation  at  the  Parsons 
State  Hospital.  These,  so  far  as  I  have  been  able  to  determine, 
are  the  only  authentic  cases  reported  from  Kansas. 

Case  I. — M,  P.,  white,  female,  age  60,  married,  housewife  by  occupation. 
A  person  of  considerable  education  and  decided  refinement,  comes  of  a 
family  of  the  better  class  of  people.  Admitted  to  the  Osawatomie  State 
Hospital  in  1904,  and  transferred  to  the  Parsons  institution  in  1905.  The 
history  of  the  patient  states  that  she  had  been  suffering  from  insanity  of  a 
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mild  type  for  twenty  years,  and  had  developed  epilepsy  a  short  time  before 
admission  to  the  hospital.  Family  history  negative.  Patient  of  a  nervous 
temperament.  Type  of  epilepsy  grand  mal  of  a  moderately  severe  form. 
She  was  of  rather  delicate  physique  and  in  frail  physical  condition  during 
the  entire  period  she  was  under  observation.  Her  mental  condition  was 
that  of  incomplete  dementia.  There  was  nothing  of  special  interest  in  the 
case  until  in  the  early  summer  of  1908  when  she  began  to  fail  physically 
with  loss  of  strength  and  a  general  feeling  of  malaise.  Was  inclined  to 
lie  in  bed  more  than  usual.  Later  on  in  the  summer  she  developed  marked 
gastro-intestinal  derangement.  A  note  in  the  case  record  dated  August 
28,  1908,  says :  "  Mrs.  P.  is  very  frail  at  all  times  and  recently  has  been 
more  delicate  than  usual  due  to  intestinal  disturbance  with  persistent 
diarrhoea.  She  is  much  emaciated  and  quite  anemic.  Quite  restless  but 
sleeps  fairly  well.  If  permitted  would  eat  a  large  amount  but  is  not  able 
to  assimilate  her  food  well."  The  bowel  movements  were  quite  offensive, 
very  liquid  and  dark  in  color,  at  times  having  a  pronounced  green  tint. 
Examination  of  stools  was  negative.  There  was  a  certain  amount  of  sto- 
matitis present,  tongue  red  and  fissured.  There  was  no  fever  at  any  time. 
About  the  same  time,  in  the  summer  of  1908,  there  appeared  an  erythema 
on  the  dorsum  of  the  hands  and  a  slight  scaly  eruption  about  the  nose,  lips, 
and  chin.  The  lesion  on  the  face  had  a  peculiar  fungoid  appearance  with 
apparent  enlargement  and  excessive  secretion  of  sebaceous  glands.  The 
erythema  on  the  hands  was  quite  symmetrical  involving  the  entire  dorsal 
surface  but  extended  no  higher  than  the  wrists.  The  hands,  at  first  red  in 
color,  became  deeply  pigmented  and  brawny  as  the  disease  progressed  and 
the  skin  would  crack  and  fissure  especially  over  the  metacarpophalangeal 
articulations.  The  skin  on  the  hands  appeared  somewhat  thickened  and 
rough  in  the  early  stages  of  the  eruption  with  later  scale  formation  and 
decided  thinning.  The  mental  symptoms  were  not  pronounced,  the  patient 
being  quite  demented,  but  late  in  the  course  of  the  disease  there  was  con- 
siderable depression.  A  note  dated  November  6,  1908,  says,  "  Has  declined 
rather  rapidly  for  some  weeks.  Has  been  in  bed  and  has  had  much  bowel 
disturbance.  Emaciation  quite  marked."  Medication  seemed  to  have  very 
little  effect  upon  the  diarrhoea.  A  great  variety  of  medicines,  opiates, 
astringents,  etc.,  as  well  as  restricted  and  special  diet  were  given  for  the 
intestinal  trouble  but  nothing  was  found  to  control  it.  The  patient  im- 
proved some  during  the  early  winter,  the  diarrhoea  becoming  less  pro- 
nounced and  the  skin  lesions  subsiding  to  quite  an  extent  but  she  was  not 
able  to  leave  her  bed.  The  reflexes  were  heightened  throughout  the  entire 
attack  and  later  on  there  was  very  marked  spasticity  with  contractures. 
A  note  made  March  6,  1909,  states,  "  Condition  quite  unsatisfactory,  seems 
to  be  in  pain  much  of  the  time  as  indicated  l?y  position  and  groaning. 
Recently  has  developed  contractures  of  lower  limbs.  Bed  sores  present." 
Patient  continued  to  fail  rapidly  and  died  March  13,  1909. 
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Case  II. — I.  H.,  white,  female,  age  34,  single,  no  occupation.  Admitted 
to  Osawatomie  State  Hospital,  1901,  and  transferred  to  Parsons  State 
Hospital,  1904.  Family  history  negative.  Patient  had  first  convulsion  at 
age  of  five  months  during  an  attack  of  cholera  infantum.  Following  this 
acute  illness  convulsions  continued  in  a  light  form  gradually  becoming  more 
frequent  and  severe  as  she  grew  older.  First  evidence  of  active  mental 
disturbance  at  age  of  fourteen.  On  admission  patient  was  in  vigorous 
general  health,  weighing  170  pounds.  Feeble-minded  with  marked  facies 
epileptica.  She  had  two  short  attacks  of  acute  gastritis  in  the  spring  of 
1905  and  severe  status  in  July  of  same  year,  otherwise,  she  remained  in 
good  general  health  until  the  fall  of  1909.  A  note  in  the  case  record  dated 
June  19,  1909,  says :  "  A  big  strong  woman  whose  health  is  excellent. 
Occasionally  with  a  severe  seizure  she  has  to  go  to  bed  for  a  day, 
complaining  of  feeling  nervous  and  uncomfortable  and  does  not  rest  well. 
Usually  is  active  and  a  good  worker  when  not  cross.  Has  about  15 
seizures  per  month.  Rather  loud  and  boisterous  but  most  of  the  time  is 
good  natured  although  rough  in  her  manner  and  language."  In  September, 
1909,  she  began  to  complain  of  not  feeling  well  with  vague  pains  in  abdo- 
men and  lower  extremities,  anorexia,  and  some  loss  of  weight.  Developed 
delusions  that  she  had  been  poisoned  and  became  depressed,  refusing  to 
eat.  Was  nauseated  and  would  induce  vomiting,  at  times,  by  putting  her 
finger  in  her  throat.  Bowels  constipated.  Tongue  furred.  Temperature 
and  pulse  normal.  The  sensory  symptoms  at  first  vague  and  more  or  less 
indefinite  soon  became  very  pronounced.  Patient  complained  much  of 
severe  pain  in  abdomen,  pelvis,  and  extremities,  and  soreness  on  pressure, 
and  was  put  to  bed.  A  note  in  case  record  dated  October  18,  1909,  says, 
"  Patient  has  complained  recently  of  severe  pain  both  on  urination  and 
defecation.  Examination  showed  a  very  firm  thick  hymen  the  opening 
through  which  was  so  small  that  no  vaginal  examination  was  undertaken. 
The  mucous  surfaces  about  the  external  genitals  were  somewhat  con- 
gested and  sensitive.  Examination  of  the  anus  showed  a  well-marked 
fissure  with  slightly  inflamed  mucous  membrane.  The  fissure  was  cauter- 
ized with  nitrate  of  silver."  Urine  was  negative.  Patellar  reflexes  abol- 
ished and  she  soon  developed  parasthesias  in  various  parts  of  the  body  and 
a  marked  analgesia  in  both  lower  extremities.  There  was  slight  fever 
present  with  pulse  somewhat  weak  and  accelerated.  She  had  some  difficulty 
in  walking  owing  to  weakness  and  ataxia  in  lower  limbs.  A  diagnosis  of 
multiple  neuritis  was  made  and  patient  treated  accordingly.  There  was 
some  improvement  observed  during  the  month  of  November  but  a  note 
dated  December  i,  1909,  states,  "  For  several  days  the  patient's  condition 
has  been  more  serious,  pulse  has  been  hard  to  count  and  general  weakness 
is  pronounced.  Has  been  on  strychnine  one-thirtieth  grain  every  three 
hours  for  two  days.  To-day  was  given  one  pint  of  water  by  rectum, 
several  times,  with  benefit.  She  has  developed  a  severe  stomatitis  which 
has  caused  much  annoyance."  Tongue  red  and  fissured  with  small  blisters 
and  ulcers  around  the  edge.    Mucous  membrane  on  inside  of  the  cheeks 
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also  showed  ulcers.  The  inflammation  extended  into  the  pharynx  making 
it  difficult  to  swallow  solid  food.  Patient  at  times  refused  to  eat  on  account 
of  sore  mouth.  Temperature  ranged  from  normal  to  ioo%.  Bowels  still 
inclined  to  be  constipated  although  loose  occasionally  for  a  day.  She 
passed  small  amounts  of  purulent  material.  Condition  of  patient  varied 
somewhat  from  week  to  week  but  with  no  marked  change  until  the  latter 
part  of  January,  1910.  She  was  able  to  be  up  and  dressed  part  of  the  time. 
The  case  record  shows  on  January  30,  1910,  a  sudden  rise  of  temperature 
to  104  following  a  few  days  of  more  sensory  complaint  than  usual.  Fever 
reduced  by  sponging.  At  this  time  she  developed  an  erythema  on  the 
dorsum  of  both  hands  particularly  marked  over  the  knuckles.  The  hands 
in  a  few  days  became  very  rough  with  fissures  extending  through  the  skin 
making  open  sores  in  several  places.  No  pain  nor  itching  of  hands  present 
but  they  were  quite  sore  when  handled.  The  erythema  did  not  extend 
above  the  wrists  but  there  were  rough  patches  on  the  elbows.  At  this 
time  a  tentative  diagnosis  of  pellagra  was  made.  Some  improvement  was 
observed  during  the  next  week  but  a  note  on  February  8,  says,  "  During 
the  last  few  days  patient  has  been  very  sick,  temperature  course  irregular, 
much  of  the  time  being  high,  reaching  105  upon  one  occasion.  She  has 
suffered  much  from  severe  vomiting.  Treatment  symptomatic,  cold  spong- 
ing, strychnine,  and  nourishment  as  freely  as  possible."  During  these 
febrile  attacks  there  appeared  a  pronounced  erythema  over  nose  and  cheeks, 
bat-shaped  in  outline.  Later  on,  the  skin  on  both  hands  and  face  became 
scaly  and  on  the  hands  much  thinned  and  roughened.  There  was  con- 
siderable pigmentation  with  a  quite  well-defined  line  of  demarkation  at  the 
wrists.  Examination  of  blood  smears  showed  a  reduced  number  of  leuco- 
cytes and  considerable  evidence  of  anemia.  A  differential  count  of  leuco- 
cytes gave  the  following  result: 

Small  mononuclear  21  % 

Large  mononuclear  9% 

Multimorphonuclear    68% 

Eosinophiles  2% 

The  mental  condition  of  the  patient  underwent  a  very  decided  change 
during  her  last  illness.  Her  emotional  state  which  had  previously  been 
rather  exalted  became  much  depressed  with  occasional  outbursts  of  pro- 
nounced excitement,  the  patient  being  at  times  kept  in  bed  with  extreme, 
difficulty.  There  was  a  partial  return  of  the  reflexes  towards  the  end  of 
her  illness  and  a  slight  tendency  to  spasticity  but  no  contractures.  Sensory 
symptoms  continued  to  the  end.    Died  April  16,  1910. 

In  this  paper  I  have  made  no  attempt  at  a  general  discussion 
of  pellagra,  and  have  nothing  new  to  offer  regarding  etiology 
nor  pathology.  In  this  connection  will  say  that  our  dietary  does 
not  contain  an  unusual  amount  of  corn  products,  and  that  which 
is  used  by  the  hospital  is  supposed  to  be  of  good  grade. 
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PLATE    I. 


Case    II. — Showing    lesions    on    both    face    and    hands.      Note    rough    scaly    condition 
of  face. 


Case  II. — The  hands  showing  typical  lesions  over  metacarpophalangeal  articulations. 
Note  pigmentation  on  dorsum  with  sharp  line  of  demarkation  just  above  wrist,  espe- 
cially marked  on  right  hand. 
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The  points  of  special  interest  brought  out  by  these  cases  may  be 
stated  as  follows: 

1.  Neither  case  began  in  the  early  spring,  when  it  is  usually 
taught  that  pellagra  develops. 

2.  In  one  case  the  disease  developed  in  a  person  in  vigorous 
general  health. 

3.  In  one  case  the  symptoms  for  a  number  of  months  were 
those  of  multiple  neuritis. 

4.  Pellagra  is  not  always  an  afebrile  disease,  as  has  been  stated 
by  some  writers,  but  may  have  associated  with  it  a  high  degree 
of  fever. 

5.  The  distressing  and  persistent  sensory  symptoms  presented 
by  Case  II. 

6.  That  pellagra  exists  in  a  section  of  the  Middle  West  where 
it  was  not  positively  known  to  exist  before. 

DISCUSSION. 

Dr.  Searcy. — I  have  nothing  to  add  to  the  excellent  papers  read.  I, 
rather,  rise  to  thank  the  gentlemen  for  what  they  have  said.  I  like,  par- 
ticularly, to  thank  Dr.  Babcock,  not  only  for  his  paper,  but  for  what  he 
has  done  on  the  subject.  More  than  any  other  man,  he  has  drawn  the 
attention  of  the  whole  country  to  pellagra.  He  was  the  mover  of  the  call 
for  the  convention  at  Columbia,  S.  C,  where  physicians  interested  as- 
sembled from  over  the  whole  country,  from  the  south  particularly;  many 
were  present  to  listen  and  to  discuss  the  questions. 

To  me  the  subject  of  pellagra  is  an  interesting  one.  I  am  in  the  middle 
of  a  good  deal  of  it  in  Alabama.  About  four  years  ago  we  first  diagnosed 
it  in  the  hospital  for  negroes  at  Mt.  Vernon.  In  the  spring  of  1906  we  drew 
attention  to  about  80  cases  diagnosed  as  pellagra  in  that  hospital,  about  60 
per  cent  of  whom  had  died.  It  prevails  in  our  whole  State.  The  negroes 
are  more  liable  to  contract  it  than  the  whites  and  it  is  more  fatal  among 
them.  It  occurs  much  less  among  the  white  insane  at  The  Bryce  Hospital, 
at  Tuscaloosa. 

As  a  peculiarity  of  the  disease,  in  which  we  as  psychiatrists  are  interested, 
in  proportion  to  the  number  affected,  more  psychopathic  symptoms  accom- 
pany it  than  any  other  disease,  much  more  than  typhoid,  malaria,  uncina- 
riasis or  tuberculosis.  In  greater  proportion  than  in  any  other  disease  its 
victims  gravitate  into  the  insane  hospitals.  The  peculiarity,  too,  of  its 
psychopathic  effects  is  an  indifferent  dementia.  Dementia  accompanies  it 
quite  constantly.  The  pellagrins  of  the  hospitals  as  a  rule  gradually  tend  to 
an  inert  dementia.  As  is  the  case  with  all  auto-toxic  diseases,  the  peculiar 
mental  predisposition  of  any  patient,  to  mania,  to  melancholia,  to  hysteria  or 
other  aberrancy,  in  the  first  stages  tend  to  show  up,  but  the  peculiarity  of 
pellagra  is  a  rapid  decline  into  dementia.    This  is  particularly  the  case  with 
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negro  patients.    They,  in  large  proportion,  rapidly  settle  into  an  inert  ter- 
minal dementia,  a  lethargy  of  indifference,  in  which  they  die. 

Dr. — .  I  would  like  to  ask  Dr.  Searcy  how  far  back  he  can  trace 

the  occurrence  of  pellagra  in  the  Alabama  insane  hospitals? 

Dr.  Searcy. — We  are  now  quite  sure  we  had  undiagnosed  cases  as  far 
back  as  12  or  15  years,  not  by  any  means  so  numerous  as  in  1905-6,  however. 
We  first  classed  it,  as  tuberculosis,  as  some  form  of  skin  disease,  as  gastro- 
enteritis, as  peripheral  neuritis,  etc. 

The  central  condition  of  the  disease  is  a  catarrhal  condition  extending,  in 
the  worst  cases,  the  whole  length  of  the  alimentary  canal,  from  the  mouth 
to  the  anus.  The  skin  and  nerve  symptoms  seem  to  be  secondary  conditions 
to  the  central  chronic  alimentary  condition;  due,  in  my  opinion,  to  the 
peculiar  toxins  that  arise  in  it. 

The  etiology  of  the  disease  is  still  an  open  question  with  us.  Our  treat- 
ment confines  itself,  as  yet,  to  the  symptoms. 

Dr.  Williams. — While  in  South  Africa  I  suspected  that  there  might  be 
pellagra  due  to  impure  corn;  but  I  did  not  find  any  cases.  So  I  was  in- 
terested in  the  disease  before  the  time  when  it  arrested  attention  in  this 
country,  and  I  have  followed  with  much  interest  the  recent  literature  on  the 
disease,  especially  the  work  of  Dr.  Babcock.  Now  it  seems  clear  that  the 
disease,  pellagra,  whether  due  to  an  amoeba  or  bacterium  or  any  other  kind 
of  organism,  is  an  intoxication.  I  asked  myself  the  relation  of  that 
disease  to  the  disease  known  as  psilosis  on  account  of  the  fact  that  in  both 
the  diseases  salivation  and  diarrhoea  are  prominent  symptoms.  That  is  a 
question  I  leave  with  those  gentlemen  who  have  an  opportunity  to  study 
the  disease  in  the  laboratory. 

I  asked  myself  too  what  was  the  relation  of  the  psychic  manifestations, 
so  variable  in  pellagra,  with  the  group  which  the  French  writers  have 
placed  in  a  category  by  themselves  and  called  the  confusion  mentale  group. 
I  studied  a  great  number  of  cases  during  my  two  years  in  Paris.  Pellagra 
was  not  taken  into  consideration  in  that  study;  yet  the  common  basis  of 
the  psychological  syndrome  was  presented  as  one  of  the  intoxication 
psychoses;  and  I  am  much  struck  by  the  resemblance  to  this  of  the 
syndrome  as  described  by  Dr.  Babcock,  The  remissions  and  recurrences 
are  most  significant.  In  the  toxic  infectious  confusional  syndrome  of 
French  psychiatrists  is  included  (i.  a  stuporous  condition  whether 
chronic  or  acute  in  type;  2.  an  excited  form  resembling  that  which  Dr. 
Babcock  described  in  which  suicidal  and  homicidal  acts  are  committed. 
In  some  of  those  syndromes  there  is  what  appears  to  be  too  a  melancholic 
type  of  reaction.  But  that  type  of  individual  is  not  frequent  in  that  the 
majority  of  the  cases  of  pellagra  have  occurred  among  the  negroes.  Is  it 
not  due  to  the  psychological  makeup  of  this  class  that  in  the  pellagra 
psychosis  in  the  insane  asylums  of  the  south  the  preponderant  feature  of 
the  psychosis  is  the  amnesia,  the  confusion,  the  stupid  type,  with  only  occa- 
sional variations  in  the  direction  of  melancholia? 

Is  it  not  the  case  in  pellagra  that  there  occur  neurological  changes  in  the 
nervous  system  resembling  those  shown  in  multiple  neuritis,  and  shown 
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psychologically  by  that  same  disorientation,  amnesia  and  confabulation? 
Is  it  not  the  case  that  some  of  the  cases  of  pellagra  show  neuritis  ? 

We  know  that  the  alcoholic  is  depressed,  and  that  sometimes  the  poison 
leaves  a  permanent  neurological  defect  and  some  permanent  cerebral  defect 
too,  in  which  case  you  have  an  organic  dementia  following  an  intoxicative 
one. 

It  seems  therefore  that  by  this  conception,  which  we  owe  to  the  French, 
and  which  has  so  beautifully  brought  together  the  intoxications  into  a 
pathoclinical  entity,  we  have  a  valuable  point  of  approach  toward  the 
psychoses  which  are  comprised  in  Pellagra. 

I  was  very  much  pleased  to  hear  Dr.  Hoch  bring  forward  at  last  into 
American  psychiatry  some  of  the  French  school's  observations  regarding  the 
degenerative  psychoses. 

Dr.  Babcock. — I  do  not  think  there  is  any  contribution  that  I  have  made 
to  this  pellagra  problem  worthy  of  so  much  friendly  comment,  but  I  am 
certainly  very  much  obliged  to  Dr.  Hill  for  bringing  out  the  fact  that  in 
the  United'  States  to-day  the  pellagra  problem  is  emphatically  a  contribu- 
tion from  the  asylums.  Still  smarting  under  the  lashing  administered  by 
Dr.  Weir  Mitchell  who  condemned  us  in  comparison  with  what  others 
have  done  for  scientific  medicine,  we  have  here  an  opportunity  for  asylum 
workers — here  is  a  subj  ect  that  belongs  peculiarly  to  our  specialty  and  most 
emphatically  a  matter  in  which  asylums  should  make  further  contributions 
to  scientific  medicine.  I  want  to  emphasize  the  fact  that  historically,  if  we 
except  the  report  from  the, Halifax  Asylum  in  1863,  the  first  really  im- 
portant series  of  cases  came  from  the  Alabama  asylum.  Dr.  J.  T.  Searcy 
published  his  first  paper  and  directed  local  attention  to  the  subject.  Be- 
fore that  the  cases  were  few  and  far  between,  but  I  do  hope  the  Associa- 
tion as  a  body  will  henceforth  take  hold  of  the  pellagra  problem.  I  think  it 
is  a  very  important  subject  for  the  next  annual  meeting  of  this  Association. 
I  would  like  to  suggest  that  Dr.  White  be  made  chairman  of  a  committee 
looking  toward  that  end. 

To  take  up  one  or  two  points  that  were  brought  out  in  the  discussion, 
Dr.  Williams  referred  to  amoebae  in  connection  with  pellagra.  Investiga- 
tions are  now  being  made  into  the  association  of  amoebae  as  well  as  hook- 
worms with  pellagra.  This  association  is  very  common  and  many  doctors 
are  vainly  attempting  to  associate  them  as  cause  and  effect.  Just  at  present 
in  South  Carolina  Dr.  J.  D.  Long,  of  the  Marine  Hospital  service  is  study- 
ing these  parasites  and  he  finds  many  insane  pellagrins  with  amoebiasis,  but 
he  finds  also  a  great  many  sane  cases  who  are  equally  infected  with 
amoebas,  but  have  no  symptoms  of  pellagra. 

In  regard  to  the  Barbad'oes,  Dr.  Manning  has  recently  reported  a  con- 
dition existing  there  in  asylum  cases  which  he  calls  psilosis  pigmentosa  but 
which  is  regarded  by  many  as  pellagra  presenting  the  usual  local  varia- 
tions. 

I  think  the  deeper  one  gets  into  the  pellagra  problem  the  less  inclined  he 
is  to  dogmatize  about  it.  But  I  have  seen  just  enough  of  the  disease  to 
claim  authority  to  put  it  in  the  same  class  as  General  Sherman  placed  war. 


;         CARDIO-GENETIC  PSYCHOSES. 
REPORT  OF  CASE  WITH  AUTOPSY. 
By  henry  a.  cotton,  M.  D.,  Medical  Director, 

i.    '  AND 

FREDERICK  S.  HAMMOND,  M.  D.,  Pathologist, 
New  Jersey  State  Hospital,  Trenton. 

We  have  been  accused  by  investigators  in  other  fields  of  medi- 
cine, of  exerting  all  our  energies  in  the  quest  for  diagnosis,  and 
that  classification  has  occupied  our  attention  to  the  exclusion  of 
other  subjects  in  psychiatry,  and  while  this  criticism  may  be 
justified  to  some  extent,  it  must  be  admitted  that  only  by  clearly 
differentiating  various  types  can  we  expect  to  offer  a  basis  for 
curative  and  preventative  measures.  One  fact  has  been  clearly 
demonstrated  by  this  quest  for  diagnosis,  that  is,  we  have  ob- 
tained a  more  accurate  symptomatology  of  mental  diseases,  and 
more  complete  histories  have  brought  to  light  new  factors  in  etiol- 
ogy* which  factors  would  have  remained  unknown  but  for  this 
zeal  in  diagnosis. 

Another  fact  is  evident  to  those  engaged  in  studying  symptom- 
atology and  symptom  complexes  that  the  more  careful  and  ac- 
curate our  observations  and  analyses  become,  the  more  difficult 
it  is  to  place  all  cases  or  types  into  a  hard  and  fixed  classification, 
and  more  difficult  becomes  the  problem  of  identifying  all  cases,  or 
dismissing  them  with  a  "  one-word  "  diagnosis.  Some  cases  defy 
all  attempts  to  place  them  in  any  special  scheme  and  can  only  be 
given  a  descriptive  diagnosis.  It  is  far  better  to  let  them  remain 
unclassified  or  undiagnosticated  than  to  force  these  obscure  cases 
into  groups  where  they  do  not  rightly  belong.  If  so  placed  they 
complicate  matters,  and  render  more  obscure  our  ideas  of  various 
groups,  and  that  the  recognition  of  these  unclassifiable  cases  as 
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such,  rather  than  indicating  defects  of  knowledge,  denote  a  clearer 
insight  into  the  realm  of  mental  disorders. 

A  more  careful  observation  and  recording  of  symptoms  will 
tend  to  clear  up  these  diagnostic  difficulties. 

The  epoch-making  work  of  Kraepelin  has  given  us  a  ground 
work  for  further  advance.  But  we  should  not  fall  into  the  error 
of  thinking  that  Kraepelin  has  offered  a  finished  scheme  in  his 
work  of  classification,  for  that  is  accepting  more  than  Kraepelin 
himself  would  claim. 

Recently  Alzheimer,  in  a  timely  article,  has  called  attention  to 
the  diagnostic  difficulties  in  psychiatry,  and  although  a  staunch 
supporter  of  Kraepelin,  he,  however,  maintains  that  there  exists 
a  necessity  for  further  separating  from  well  defined  and  clearly 
established  groups,  types  which  evidently  do  not  belong  there. 
And  while  we  recognize  the  harm  which  can  come  from  advocat- 
ing new  types  to  add  to  our  classification,  we  feel  that  in  spite  of 
any  criticism  which  might  arise  on  that  score,  an  attempt  should 
be  made,  if  we  have  sufficient  clinical  and  anatomical  evidence,  to 
more  fully  differentiate  such  a  type. 

In  the  field  of  so-called  functional  disorders,  where  a  majority 
of  cases  present  a  clinical  picture  which  permits  a  logical  classi- 
fication, there  is,  nevertheless,  a  certain  number  of  mental  dis- 
orders, especially  those  of  a  fatal  termination,  which  do  not  satis- 
factorily conform  to  any  one  type.  This  is  especially  noticeable 
among  the  depressions.  It  is  well  recognized  that  in  the  so-called 
organic  group  often  obscure  cases  will  be  cleared  up  at  autopsy, 
and  where  a  diagnosis  based  upon  anatomical  findings  is  possible, 
one  does  not  meet  with  unsurmountable  difficulties  as  is  apt  to 
be  the  case  in  the  functional  group. 

It  is  for  this  reason,  then,  that  any  group  which  might  furnish 
a  rational  anatomical  basis  for  diagnosis  and  differentiation  is 
worthy  of  the  fullest  investigation.  It  is  a  step  forward  in  the 
transformation  of  the  so-called  functional  into  the  organic  group ; 
not,  however,  losing  sight  of  the  psycho-genetic  factors  which 
operate  throughout  the  entire  domain  of  mental  disorders.  It  is 
only  by  the  most  careful  observation  of  symptoms  in  such  cases, 
and  correlation  of  clinical  symptoms  with  anatomical  findings  that 
this  result  can  be  accomplished,  as  exemplified  in  the  instance  of 
the  now  definitely  established  "  Central  Neuritis." 


HENRY  A.    COTTON    AND   FREDERICK   S.    HAMMOND.  359 

But  as  distinguished  from  organic  diseases  originating  in  the 
brain  per  se,  must  be  considered  other  types  essentially  organic 
in  their  cerebral  effects,  but  in  which  the  cerebral  changes  result 
from  an  organic  process  which  exerts  itself  primarily  in  organs 
other  than  the  brain.  The  best  known,  and,  perhaps  most  widely 
accepted  explanation  of  the  effects  of  such  organic  diseases  upon 
the  central  nervous  system  has  practically,  up  to  the  present  time, 
dealt  exclusively  with  the  effect  on  the  psychic  centers  of  sub- 
stances essentially  toxic  in  nature,  elaborated  in  organically  altered 
tissue.  And  in  this  the  effects  of  various  anaemias,  the  intoxica- 
tion from  renal  and  hepatic  disease  and  altered  thyroid  function 
are  exemplified. 

As  distinguished  from  such  purely  toxic  conditions  the  effect  of 
a  wholly  mechanical  interference  with  cortical  nutrition,  originat- 
ing in  a  definite  cardiac  deficiency  is  in  this  instance  considered, 
and  the  condition  designated  in  accordance  with  its  underlying 
causation  as  a  cardio-genetic  psychosis. 

Review  of  Previous  Work. 

Although  reference  to  circulatory  psychosis  is  frequently  made 
in  the  literature,  and  numerous  monographs  have  appeared,  some 
as  early  as  1806,  still  the  work  of  Alfons  Jakob,  published  in 
September,  1908  (Journal  fiir  Psychologic  and  Neurologic)  may 
be  considered  the  most  exhaustive  work,  review  of  literature, 
detailed  description  of  cases  and  discussion  of  the  subject.  Atten- 
tion should  be  called  to  the  fact  that  in  publications  previous  to 
that  of  Jakob,  the  crucial  point  of  the  whole  question  was  referred 
to  the  heart  disease  as  such,  while  the  theme  before  us  is  more 
exactly  concerned  with  a  disturbance  of  circulation  resulting  from 
heart  disease.  In  reviewing  the  literature  the  point  of  chief  de- 
fect is  that  the  various  investigators  reached  the  most  divergent 
opinions  and  results,  and  Jakob  rightly  considers  this  divergence 
of  opinion  as  responsible  for  lack  of  attention  to  the  etiology  of 
psychic  disturbance  accompanied  by  heart  lesions.  It  is  signifi- 
cant to  note  that  even  modem  books  on  psychiatry  treat  the  sub- 
ject in  a  very  superficial  manner.  Kraepelin  has  very  little  to 
say  upon  the  subject,  and  is  inclined  to  consider  heart  lesions 
accompanying  psychic  disorders  merely  coincident  and  that  they 
have  no  causative  relation.    But  in  view  of  the  excellent  clinical 
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histories  and  anatomical  work  of  Jakob  one  is  not  justified  in  thus 
dismissing  the  subject.  Jakob  recognizes  the  compHcated  prob- 
lems connected  with  cardiac  psychoses  and  propounds  several 
queries  which  he  considers  he  has  answered  in  his  work. 

"  When  do  circulatory  disturbance  give  rise  to  psychic  changes  ? 
Why  not  in  every  case  ?  What  phenomena  are  presented  by  these 
psychic  disorders?  What  process  lies  at  the  base?  Will  perhaps 
the  microscope  be  able  to  furnish  the  solution  as  to  what  happened, 
and  how  it  happened  ?  " 

In  order  to  present  the  subject  from  all  sides,  Jakob  examined 
25  cases  of  heart  disease  in  patients  not  considered  insane  for 
symptoms  of  psychic  disturbance  with  special  reference  to  the 
definite  points  of  orientation,  attention,  instantaneous  perception 
and  variation  in  the  emotions.  Slight  changes  were  noticed  in  all 
but  one  case  of  myocarditis  and  four  cases  of  mitral  insufficiency. 
But  in  none  of  these  cases  was  it  possible  to  demonstrate  grave 
disturbances  such  as  hallucinations  and  delusions  or  delirious  con- 
ditions. In  five  cases  of  broken  compensation,  however,  some 
psychic  changes  were  noted.  In  one  difficulty  in  directing  atten- 
tion and  thoughts,  and  poor  memory.  In  another  frequent 
changes  in  mood,  often  ill  natured,  excitable ;  another  showed  time 
and  place  disorientation,  states  of  excitement,  especially  at  night, 
mistaken  identity  of  persons  and  hallucinations.  However,  this 
case  was  arteriosclerotic  and  had  softenings.  Still  another  case 
was  very  irritable,  and  a  fifth  case  showed  clouding  of  conscious- 
ness. He  concludes  that  "  no  parallel  is  to  be  drawn  between  the 
psychic  symptoms  and  the  degree  of  broken  compensation.  That 
these  circulatory  disturbances  must  indeed  encounter  wholly  spe- 
cial cerebral  conditions  to  call  forth  peculiar  psychic  disorders." 

Jakob  includes  in  his  investigation  primarily  such  disturbances 
of  the  circulation  which  assure  the  purest  material,  viz.,  hyper- 
trophy of  the  heart  and  heart  failure,  and  eliminates  as  far  as 
possible  cases  complicated  with  other  conditions. 

He  divides  his  cases  into  two  groups : 

I.  Cases  with  characteristic  psychic  disturbances  extending 
over  a  considerable  period  of  time  before  the  fatal  termination; 
and  2d,  those  cases  in  which  these  phenomena  developed  shortly 
before  heart  failure  and  death. 

The  second  group  of  cases,  while  interesting,  are  for  our  pur- 
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pose  .to  be  dismissed  with  but  a  few  words.  They  usually  come 
from  general  hospitals,  and  the  mental  phenomena  consist  in  cer- 
tain delirious  episodes  which  ensue  just  prior  to  death.  Probably 
the  numbers  of  such  cases  would  be  large,  but  such  material  is 
not  available  for  those  engaged  in  insane  hospital  work. 

Our  attention  and  interest  is  directed  principally  to  the  first 
group,  of  which  Jakob  reports  five  cases.  As  a  brief  description 
of  the  cardinal  features  of  this  form  of  psychosis  by  which  it  may 
be  recognized,  in  general  it  may  be  said  to  bear  a  recognizable, 
although  modified  resemblance  to  certain  phases  of  the  various 
forms  of  atypical  anxious  depressions  with  hallucinations,  to  the 
toxic  exhaustive  group  of  psychoses  and  states  of  anxious  de- 
lirium ;  and  that,  broadly  speaking,  this  psychosis  is  characterized 
by  an  even  greater  irregularity  of  course,  and  by  an  even  greater 
display  of  atypical  manifestations  than  are  the  conditions  men- 
tioned and  from  which  it  must  be  differentiated.  Although  the 
chief  feature  perhaps  is  the  complex  of  anxious  depression  in- 
terrupted by  delirious  episodes  with  fatal  termination.  The  fuller 
symptomatology,  because  of  its  marked  variability  and  irregularity, 
must  be  given  more  in  detail,  if  a  correct  understanding  of  this 
group  is  to  be  acquired. 

The  age  of  the  patients  does  not  seem  to  be  of  any  significance. 
(The  cases  of  Jakob  vary  from  18  to  64  years)  but,  of  course  the 
differential  diagnosis  varies  considerably  according  to  the  age. 

The  previous  condition  of  the  patients  is  also  of  little  impor- 
tance. They  are  usually  normal  or  even  above  the  normal  in  in- 
tellect, and  no  predisposing  psychic  factors  in  make-up  appear  to 
be  present  or  necessary.    Heredity  plays  a  negative  role. 

Following  the  appearance  of  organic  heart  lesions,  psychic 
phenomena  supervene ;  whether  the  lesion  is  purely  myocardial  or 
endocardial  in  character  does  not  seem  to  be  of  moment.  The 
precipitating  factor  which  seems  to  be  necessary  in  practically  all 
cases  is  a  severe  emotional  shock.  Aside  from  the  cardiac  lesion, 
the  psycho-genetic  factor  seems  to  hold  a  prominent  place  in  the 
etiology,  where  its  effect  upon  the  heart  may  be  as  great  as  its 
emotional  effect  upon  the  mind.  These  two  factors  of  heart  lesion 
and  emotional  shock  appear  to  be  necessary  to  produce  distinct 
cardio-genetic  psychoses,  for  while  the  psychic  factors  are  not 
absolutely  essential,  the  majority  of  the  reported  cases  show  its 
presence. 
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As  this  group  has  to  be  differentiated  from  certain  well  es- 
tablished types,  the  symptomatology  will  be  considered  along  with 
differential  diagnosis,  in  order  to  emphasize  the  prominent  symp- 
toms. 

The  onset  is  usually  sudden,  and  hereby  resembles  other  acute 
functional  disorders,  especially  the  toxic-exhaustive  delirium,  and 
also,  it  is  important  to  note  that  the  disturbance  reaches  a  climax 
in  a  few  days.  The  first  symptoms  noted  are,  depression  with 
agitation,  apprehensiveness  and  anxiety.  Quickly  follow  de- 
lusions of  auto-,  alio-  and  somato-psychic  character.  Here  the  dif- 
ferentiation from  manic  depressive  insanity,  depressed  phase,  or 
mixed  phase,  or  involution  depression  is  extremely  difficult,  espe- 
cially if  the  patient  is,  during  periods,  free  from  delirium.  The 
depressed  attitude  with  agitation,  self  accusation,  somato-psychic 
delusions,  and  fear  of  impending  danger  would  suggest  any  of  the 
above  diagnoses.  However,  elements  of  a  pure  depression  are 
absent,  and  there  is  no  true  retardation  or  inhibition,  on  the  other 
hand  marked  psycho-motor  restlessness  is  always  present,  with  no 
retardation  in  speech  or  ideation.  At  times  during  the  agitation, 
patient  will  smile  and  even  joke,  and  present  elements  of  a  mixed 
condition.  But  coupled  with  these  symptoms  is  found  clouding 
of  consciousness,  varying  in  intensity  and  degree,  according  to 
the  severity  of  delirium.  Disorientation  is  not  always  complete, 
so  that  one  gets  several  impressions  during  the  same  conversation. 
Disorientation  for  time  seems  more  constant  on  account  of  diffi- 
culty of  concentration  and  lack  of  attention.  Accompanying  these 
symptoms  are  vivid  hallucinations  and  illusions,  especially  more 
marked  at  night,  with  strong  reaction,  affect  of  fear  and  sleepless- 
ness. At  times,  patients  in  such  a  state  resemble  delirium  tre- 
mens. During  the  day  delirium  is  always  milder,  and  when 
spoken  to  patients  become  quiet  and  react  for  a  while  in  a  normal 
manner ;  they  soon  relapse,  however,  and  give  voice  to  depressive 
delusions.  Attention,  while  difficult  to  obtain,  is  always  fixable 
(with  great  effort  at  times)  if  even  for  a  few  minutes.  There 
is  difficulty  of  diverting  the  depressing  stream  of  thought,  but 
seldom  is  incoherence  a  prominent  symptom.  The  marked  motor 
disturbances  are  also  accompanied  by  severe  general  tremors,  over 
the  whole  body,  which  become  more  marked  under  the  emotional 
strains   of   hallucinations   and   delusions.     The  tremors   are   so 
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marked  at  times  as  to  suggest  organic  brain  disease,  especially 
general  paralysis,  but  they  are  not  accompanied  by  other  physical 
signs  of  that  disease  and  the  character  of  the  mental  disturbance, 
such  as  the  absence  of  ethical  or  intellectual  failure  further  dif- 
ferentiates the  two  disorders. 

Marked  disturbance  of  concentration  and  lack  of  attention, 
stand  in  close  relation  to  the  impairment  of  memory  for  recent 
events  with  deceptions  and  fabrications.  In  sharp  contrast  to 
this  memory  defect,  stands  the  clear  and  unimpaired  memory  for 
remote  events.  The  irregularity  of  the  delirious  state,  which  is 
present  at  times,  especially  at  night,  often  absent  during  the  day, 
and  for  periods  of  several  days  at  a  time,  seems  to  differentiate  be- 
tween cardio-genetic  psychosis  and  delirium  due  to  whatever 
cause. 

Another  important  feature  of  this  group  is  the  improvement 
in  mental  symptoms  which  accompany  an  improvement  in  the 
heart  lesion,  under  treatment.  Often  for  days  or  weeks  patients 
may  be  quite  clear  mentally,  with  no  abnormal  conduct  and  have 
good  insight  into  delirious  episodes,  but  with  failure  of  heart 
action  again  supervenes  the  mental  disturbance.  Finally  the 
fatal  termination,  usually  with  characteristic  symptoms  up  to  the 
last,  when  coma  or  unconsciousness  precedes  death,  gives  one  of 
the  distinctive  features  of  the  group.  Of  course,  under  the  mi- 
croscope such  conditions  as  general  paralysis,  arteriosclerotic 
brain  disease,  and  other  organic  conditions  can  be  easily  differenti- 
ated, and  the  presence  of  certain  histologic  changes  in  cardiac 
cases  would  rule  out  the  purely  functional  group  of  psychoses. 

Pathogenesis  of  Cardio-Genetic  Psychoses. 

This  question  is  discussed  at  length  by  Jakob,  and  it  may  not 
be  out  of  place  to  mention  some  of  the  points  made  by  him  to 
substantiate  the  theory  of  the  causative  relation  of  a  heart  lesion 
to  a  definite  psychosis.  "  A  great  many  attempts  have  been  made 
to  explain  functional  disorders  by  circulatory  disturbance.  Thus, 
Grislain  found  in  mania,  that  the  cerebral  convolutions  are  almost 
obliterated  by  pressure  of  the  brain  against  the  cranium,  while  in 
melancholia  the  brain  had  sunken  together  in  itself,  which  he  con- 
ceives as  the  expression  of  a  relative  increase  and  decrease  of  the 
influx  of  the  blood  in  proportion  to  the  cranial  pressure." 
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There  is  no  doubt  enough  evidence  of  the  effect  of  altered  circu- 
lation in  the  brain  producing  psychic  effects,  so  that  a  detailed 
discussion  of  the  theories  of  various  authors  is  unnecessary. 
These  various  theories  of  the  causation  of  mental  disorders 
by  circulatory  diseases  are  interesting,  but  nevertheless  the  diffi- 
culty experienced  in  attempting  to  attribute  all  these  pathological 
changes  to  one  uniform  cause,  is  unmistakable.  In  the  last  analy- 
sis the  same  effect  is  produced,  viz.,  damage  of  the  nervous  ele- 
ments. So  even  in  considering  the  mechanical  effect  of  circulatory 
disturbance  in  the  brain,  the  chemical  factor  must  not  be  ignored. 
With  the  lowering  of  the  cardiac  power  and  the  subsidence  of  the 
circulation  and  the  condition  of  stagnation  in  the  lungs  thereby 
superinduced,  the  acid  content  of  the  blood  increases  to  a  notice- 
able degree,  and  this  overloading  with  carbonic  acid  of  the  venous 
blood  already  accumulating  in  excess  will  always  exert  an  influ- 
ence upon  the  functional  activity  of  the  central  nervous  system. 

In  closest  connection  with  this  mechanism  stands  the  demonstra- 
tion that  the  disturbance  of  the  circulation  effects  a  diminution  of 
the  supply  of  nutriment  to  the  brain,  which  supply  is  assuredly 
indispensable  to  the  maintenance  of  its  highest  functional  activity. 

And  it  cannot  be  disputed,  that  as  a  consequence  of  diminished 
power  of  the  cardiac  muscle  and  the  resulting  anaemia  of  the 
brain  the  physiological  activities  of  the  highest  nerve  centers  are 
correspondingly  disturbed. 

Clinical  History  of  I.  H. 

Anamnesis  given  by  brother,  an  intelligent  colored  man. 

Family  History. — Grandparents  lived  to  old  age,  and  were  temperate. 
Father,  a  sober  and  industrious  man,  lived  to  over  80  years.  He  was  a 
slave  in  Maryland  and  bought  his  freedom.  Mother  was  free  born  negro 
woman,  living  at  age  78  years.  Patient  had  four  brothers  and  two  sisters. 
Two  of  her  brothers  died  in  childhood.  Other  brother  and  sister  living 
and  in  good  health;  all  married.  One  brother  held  a  responsible  position 
in  State  House.  This  brother  died  on  the  13th  of  October,  suddenly,  sup- 
posed cause,  heart  disease  or  apoplexy.  He  was  a  heavy  drinker.  No 
known  heredity  or  neuroses  in  family. 

Personal  History. — Patient  was  born  in  Trenton,  November  22,  1854. 
Early  development  essentially  normal.  She  attended  school  between  ages 
of  six  to  sixteen  years,  was  a  bright  student,  and  passed  examination  as 
public  school  teacher  in  that  city  where  she  taught  for  35  years. 

Illnesses. — She  had  the  usual  diseases  of  childhood,  but  never  had  typhoid, 
diphtheria,  and  no  serious  accident. 
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Habits  and  Occupation. — Patient  was  extremely  temperate  in  her  habits, 
and  was  of  religious  disposition.  She  taught  school  for  35  years,  till  1907, 
when  she  had  an  attack  of  nervous  prostration  following  ill  health  and 
overwork  of  teaching.  This  attack  lasted  for  six  weeks,  and  she  was 
treated  at  home.  This  attack  was  of  a  rather  milder  character  than  the 
present  one.  Patient  showed  many  neurasthenic  symptoms,  and  displayed 
some  tendency  to  self  accusation  as  well.  She  was  depressed,  claimed  that 
she  was  going  to  hell.  She  probably  had  hallucinations,  claimed  to  see  the 
devil,  and  said  her  food  tasted  bad.  Patient  improved,  but  frequently  she 
was  in  a  mild  semi-delirious  condition.  At  times  was  disoriented  for  time, 
place  and  person,  but  this  was  not  constant.  Neither  were  her  delusions 
constant.  She  was  in  very  poor  physical  condition.  (Dr.  Cort  attended 
her,  but  could  not  find  his  notes  of  the  case  at  that  time.)  It  is  difficult  to 
form  an  idea  of  the  character  of  this  attack,  and  no  diagnosis  is  possible  with 
the  data  at  hand.  It  may  have  been  profound  neurasthenia  or  symptomatic 
depression  due  to  her  ill  health.  No  heart  lesion  was  noted  at  this  time, 
but  it  is  possible  that  it  may  have  been  overlooked. 

She  recovered  gradually,  and  after  three  months  was  as  well  as  usual, 
but  she  did  not  take  up  active  teaching  again,  as  her  health  was  not  good. 
She  was  made  assistant  truant  officer  and  looked  after  colored  truant 
scholars.    She  also  assisted  in  the  housework  at  home. 

About  six  weeks  before  the  onset  of  the  present  attack,  patient  went  to 
Dr.  Cort  for  treatment  as  she  was  in  poor  physical  condition.  Dr.  Cort 
reported  that  the  patient  at  the  time  was  suffering  mainly  from  organic 
heart  disease.  The  pulse  was  feeble  and  the  heart  sounds  so  weak  as  to  be 
scarcely  audible.  She  seemed  to  improve  under  treatment.  No  murmurs 
were  found  upon  examination. 

Onset  of  Present  Attack. — Sudden.  Her  brother  died  suddenly  on  the 
13th  of  October,  supposed  cause,  heart  disease  or  apoplexy.  He  had  been 
drinking  heavily  for  some  months,  which  worried  his  sister,  the  patient. 
In  order  to  cure  him  of  his  drinking  habits  she  had  obtained  some  patent 
cure  which  she  secretly  administered  to  him.  At  the  time  of  his  death  she 
was  greatly  affected.  She  worried  much,  and  imagined  that  her  own 
actions  were  accountable  for  his  death.  Two  days  following  she  became 
nervous,  restless  and  sleepless.  She  was  depressed  and  accused  herself  of 
committing  the  unpardonable  sin,  and  of  killing  her  brother.  She  claimed 
to  be  possessed  of  the  devil,  and  was  going  to  kill  her  mother,  also  said  she 
was  going  to  hell  and  take  all  her  family  with  her.  She  refused  to  take 
food  or  medicine.  She  was  dominated  by  her  delusions  of  self  accusation 
and  would  talk  of  nothing  else.  She  claimed  people  accused  her  of  killing 
her  brother,  and  of  being  cruel  to  her  old  mother.  She  did  not  sleep  at 
night,  but  wandered  aimlessly  about  her  room,  talking  constantly  in  this 
strain.  She  was  apprehensive  at  times.  Two  days  before  admission  she 
was  sent  to  St.  Francis  Hospital,  but  was  too  much  disturbed  to  remain 
there,  so  she  was  admitted  to  the  New  Jersey  State  Hospital  at  Trenton, 
upon  the  certificates  of  Drs.  Clark  and  Cort,  October  23,  1909. 
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On  admission  patient  was  somewhat  restless  and  talkative.  She  was 
oriented  for  place,  but  only  fairly  well  oriented  for  time ;  knew  it  was  fall, 
but  could  not  give  exact  day  and  date.  At  times  appeared  somewhat 
agitated,  wringing  her  hands,  and  crying,  "  Lord,  oh,  Lord." 

PHYSICAL  EXAMINATION. 

General  Type,  Appearance  and  Condition. — Patient  is  a  light  colored 
mulatto  woman,  55  years  of  age,  of  good  frame  and  muscular  development. 
Her  head  is  well  shaped,  face  and  features  of  African  type.  Forehead  well 
developed,  hair  long  and  kinky,  and  abundant  in  quantity.  Eyes  brown, 
nose  flat,  has  lost  all  her  upper  teeth  and  uses  an  artificial  plate  instead. 
Has  all  her  front  teeth  below  and  they  are  in  good  condition.  Palate 
moderately  high  and  arched,  chin  normal,  ears  moderate  in  size,  adherent 
lobules.    General  complexion,  light  mulatto.    No  malformation  or  stigmata. 

General  Nutrition. — Good.  Height,  five  feet,  three  inches,  weight,  141 
pounds.  Temperature  normal,  pulse  84,  respirations  22-24  P^r  minute. 
Patient  is  well  nourished,  sub-cutaneous  tissue  present  in  considerable 
amount.  Muscles  well  developed  and  moderately  firm,  mucous  membranes 
moist.  No  fractures  or  deformities,  no  anaemia,  jaundice  or  dropsy.  Has 
some  bruises  on  her  body. 

Evidence  of  Acute  or  Chronic  Constitutional  Disorders. — None.  No 
evidence  of  syphilis,  no  ostitis  gumose,  no  enlargement  of  the  glands  of  the 
elbow  or  groins.  No  evidence  of  gout,  rheumatism  or  infectious  diseases. 
General  temperature  normal. 

Nervous  System:  General  and  Subjective  Sensations. — Has  a  general 
feeling  of  weakness  and  debility.  Does  not  complain  of  headaches  or 
vertigo.  Owing  to  lack  of  co-operation,  it  cannot  be  ascertained  whether 
she  has  praecordial,  intercostal  or  sciatic  pains. 

Smell. — Does  not  seem  to  be  impaired,  cannot  be  tested.  Says  the  test 
solutions  smell  like  hell,  that  they  are  different,  some  smell  worse  than 
others. 

Taste. — Does  not  seem  to  be  impaired.  Says  that  sugar  is  sweet,  salt  is 
sour,  vinegar  bitter  and  quinine  tastes  like  the  devil. 

Eyes. — Expression  rather  sad  and  uneasy.  Lids — No  deformities.  No 
ptosis  or  spasms.  Conjunctiva  congested,  eyeballs  moderately  protruded, 
no  arcus  senilis.  No  scars  on  the  cornea.  Pupils  equal,  central  and  regu- 
lar, respond  to  light  and  accommodation.  % 

Mastication  Segment. — Normal. 

Sensibility  and  motility  of  the  jaw  good. 

Ears. — No  subjective  complaints.  Hears  a  watch  tick  at  about  18  inches 
from  either  ear.  Condition  of  auditory  canal  normal.  No  growths  or 
discharges. 

Cutaneous  Sensibility. — Sometimes  she  says  that  she  has  had  a  feeling  of 
numbness  in  her  hands  and  feet,  and  at  other  times  denies  it.  Owing  to  her 
resistiveness  and  refusal  to  co-operate,  it  is  difficult  to  ascertain  whether 
she  has  areas  of  hypersesthesia  or  not.     She  recognizes  the  difference  be- 
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tween  hot  and  cold  water  bottles  and  seems  to  be  sensitive  to  touch,  tem- 
perature and  pain. 

Stereognostic  Sense. — Cannot  be  tested.  Does  not  seem  to  have  any 
tenderness  over  deep  nerve  trunks  or  muscles. 

Vasomotor  and  Trophic  Conditions. — Skin  is  dry  and  rough.  Dermato- 
graphia  is  not  well  marked. 

ReHexes. — Elbow  and  wrist  normal.  Knee  reflexes  equal  and  somewhat 
exaggerated.  No  ankle  clonus.  Achilles  tendon  normal.  Pharyngeal  and 
plantar  reflexes  normal.    No  Babinsky. 

Motor  Functions. — Movements  of  the  facial  muscles  are  symmetrical  and 
under  control.  Co-ordinate  movements  are  performed  fairly  well.  Hand 
grips  strong.  Strength  of  flexor  and  extensor  muscles  good.  Gait  un- 
steady, station  erect.  Considerable  swaying  in  Romberg  position.  No 
evidence  of  hemiplegia,  local  palsies  or  spinal  paralysis.  No  cataleptic  con- 
ditions. 

Tremor:  Has  tremors  of  tongue,  fingers  and  extremities.  Fibrillary 
twitchings  of  her  whole  body. 

Speech:  Hesitating,  but  no  slurring.    Repeats  test  words  and  phrases. 

Organic  ReUexes  and  Their  Control. — Bladder  and  rectum  under  control 
when  she  makes  an  effort,  but  frequently  passes  her  urine  involuntarily. 

Convulsions. — No  history  of  convulsions.    No  hysterical  attacks. 

Sleep. — Poor. 

Dreams. — Not  ascertained. 

Thoracic  Organs. — Chest:    Well  developed,  33  inches. 

Clavicles,  sternum  and  ribs  normal,  sub-cutaneous  tissue  in  considerable 
amount.    No  deformities. 

Lungs:  No  subjective  complaints  of  pain,  dyspnoea,  cough,  expectoration 
or  hemorrhages.  Expansion  fair  and  equal,  respirations  22-44.  Percussion 
and  auscultation  negative.  Difference  between  forced  inspiration  and  ex- 
piration i^  inches. 

Circulatory  Organs. — Heart:  Subjective  complaints  of  palpitation,  pain 
and  abnormal  sensations  present. 

Percussion :  Area  of  dullness  in  about  the  usual  limits.  Apex  beat  seen 
and  felt  in  the  fifth  interspace  inside  the  nipple  line.  Auscultation:  No 
abnormal  sounds  or  bruits  discovered.  Radial  pulse  fairly  regular,  about 
84  per  minute.    Moderately  strong.    No  arterio  sclerosis. 

Abdominal  and  Digestive  Organs. — Has  to  be  urged  to  take  food.  No 
abnormal  thirst,  nausea  or  vomiting.  Mouth,  pharynx  and  tonsils — ^mucous 
membrane  moist  and  clean.  Tongue  clean.  Abdomen  full,  walls  are  thick, 
no  pain,  tenderness  or  rigidity.  Stomach,  liver,  spleen  and  kidneys  in  nor- 
mal position. 

Urinary  Apparatus. — Bladder:  No  subjective  complaints.  Micturition 
normal.  Urine  analysis:  Color — dark  straw,  turbid.  Sp.  gr. — 1025.  Re- 
action— acid.  Albumin — good  trace.  Sugar — ^negative.  Few  hyaline  casts. 
Squamous  epithelium. 

Genital  Organs. — Not  examined.    No  history  of  specific  disease. 
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MENTAL   STATUS    (oCT.   28,    IQOQ). 

Demeanor. — On  and  since  admission,  patient  was  restless,  apprehensive 
and  resistive.  She  would  not  remain  in  bed  during  either  night  or  day. 
She  walked  aimlessly  about  her  room,  screaming  and  pounding  on  the 
door  and  frequently  calling  out  "  they  are  murdering  me."  This  apprehen- 
sion was  always  more  marked  towards  evening  and  during  the  night.  On 
days  when  she  was  quiet,  the  following  night  she  became  agitated  and  ap- 
prehensive. When  questioned  she  would  often  answer  at  random,  but 
when  pressed  to  give  accurate  answers  she  usually  could  pull  herself  to- 
gether long  enough  to  answer  correctly.  When  on  the  ward  patient  wan- 
dered aimlessly  about,  and  did  not  appear  to  know  what  she  wanted,  or 
where  she  was  going.  The  greater  part  of  the  time  patient  seemed  con- 
fused and  bewildered,  but  when  spoken  to,  the  confusion  could  be  tem- 
porarily controlled.  The  patient  showed  constant  trembling  and  tremors 
of  the  whole  body  were  marked.  The  facial  expression  was  variable.  At 
times  it  was  sad  and  worried,  but  when  talking  it  became  brighter,  and 
sometimes  she  would  almost  smile  or  assume  a  somewhat  joking  expres- 
sion.    Occasional  hallucinatory  attitudes  were  noted. 

She  was  untidy  in  her  habits  and  careless  of  her  personal  appearance. 
She  had  to  be  dressed  and  undressed,  and  when  put  to  bed  refused  to 
remain  there. 

Stream  of  Thought, — Somewhat  shallow  and  disconnected.  Cannot  give 
a  clear  connected  account  of  her  trouble.  It  is  frequently  interrupted  by 
her  depressive  ideas  and  self-accusations.  She  is  restless  and  agitated 
during  the  interview.  Claims  she  is  in  hell  and  her  sisters  are  there  also. 
She  does  not  give  spontaneously  any  hallucinations  but  probably  these  are 
present  from  her  attitude. 

"How  long  since  you  quit  teaching?"  "I  have  not  taught  any  since 
1907."  "  Is  that  the  time  you  were  first  sick  ?  "  "  Yes.  I  had  nervous 
prostration  at  that  time.  I  was  in  bed  for  six  weeks,  and  had  a  doctor  and 
a  trained  nurse."  *'  What  were  the  names  of  your  physician  and  nurse  ?  " 
"Dr.  Cort  attended  me  and  the  trained  nurse  was  from  Douglass  Hospital 
in  Philadelphia."  "What  was  her  name?"  "Miss  Bowne."  "What  did 
you  pay  her  ? "  "  They  paid  her  twenty  dollars  a  week  for  six  weeks." 
"  How  much  would  that  be  altogether  ?  "  "  One  hundred  and  twenty  dol- 
lars, but  she  threw  five  dollars  off.  "  How  long  since  this  last  attack 
came  on?"  Here  she  becomes  confused,  says  the  family  are  not  all  crazy. 
"  My  sister  is  in  hell,  I  am  already  there."  "  How  long  since  you  came 
here  ?  "  Here  she  commences  to  mumble  about  something  else  and  does 
not  answer.  "  I  want  to  know  when  you  came  here ?  "  "I  haven't  been 
here  at  all,  in  the  asylum,  that  was  an  awful  thing  to  do,  it  was  all  a  mis- 
take." She  gets  up  and  walks  around  and  the  attendant  has  to  bring  her 
back  and  put  her  in  the  chair.  Says  she  is  dead,  that  she  is  in  the  wrong 
place,  that  it  is  the  devil's  business.  "  What  is  the  devil's  business  ? " 
"Taking  all  the  coons  and  my  sister  and  putting  them  down  in  an  awful 
place."    "  What  is  this  building  here  ?  "  "  It  is  called  the  New  Jersey  State 
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Hospital.  I  am  not  insane,  but  dead.  I  killed  my  brother."  "What  was 
your  brother's  name  ?  "  Gives  correct  name.  "  What  happened  to  him  ?  " 
"He  is  supposed  to  be  dead.  I  am  talking,  I  thought  he  was  dead." 
"What  did  he  die  of?"  "  Some  said  he  died  of  heart  disease  and  others 
said  he  died  of  apoplexy."  "  How  old  was  he  ?  "  "  Fifty-two."  "  When 
was  he  born?"  "January  22,  1852."  "What  was  the  cause  of  your  ner- 
vousness ?  "  "  Because  I  feel  responsible  to  God  for  not  having  five  hundred 
children."  "Is  your  present  condition  like  it  was  in  1907?"  "Something 
like  it  was  then.  I  thought  I  was  a  devil  and  I  tried  to  make  people  un- 
comfortable." "How  long  since  you  came  here?"  "I  don't  know,  I  can't 
tell,  this  is  awful.    I  am  in  hell." 

Moods  and  Emotional  States. — Patient  depressed  and  apprehensive,  and 
at  times  agitated,  wringing  her  hands  and  exclaiming  how  terrible  she  is. 
Marked  self  accusations.  At  times  her  mood  is  not  in  harmony  with  her 
ideas;  frequently  she  assumes  a  somewhat  joking  attitude,  but  maintains  a 
depressed  expression. 

"  How  do  you  feel  ?  "  "I  do  not  feel  well,  I  feel  as  though  I  had  not 
done  right  and  am  much  ashamed  of  it.  All  these  people  who  are  ugly 
looking  are  looking  at  me  and  claim  to  be  my  children.  My  poor  mother 
has  no  place  to  sleep  to-night.  I  pray  to  my  father,  the  devil.  I  do  not 
enjoy  these  noises  around  here,  it  makes  me  feel  terrible."  "  Are  you  sad 
or  depressed  ?  "  "I  am  ashamed  of  what  I  have  done,  I  have  been  sham- 
ming, said  I  was  the  devil  and  could  run  the  universe.  There  is  my  dear 
mother  now  bidding  me  good-bye.    It  is  awful,  I  don't  know  what  to  do." 

Paranoid  Trends. — None  elicited.  She  does  not  think  that  any  one  has 
treated  her  badly  or  that  she  has  been  peculiar.  Denies  that  there  has  been 
any  conspiracy  against  her. 

Delusional  Developments,  Non-Paranoid. — Patient  has  many  fleeting  and 
some  partially  fixed  delusions,  and  marked  self-accusation.  Claims  she  has 
sent  her  family  down  to  perdition,  and  has  collected  all  the  "  coons "  to- 
gether and  sent  them  to  hell.  That  she  is  responsible  for  all  the  colored 
children  and  in  that  way  is  the  mother  of  them  (probably  explained  be- 
cause of  the  fact  that  she  was  a  truant  officer  for  colored  children).  That 
she  is  unworthy  and  has  committed  a  mortal  sin. 

She  asks  constantly  about  children.  She  thinks  she  is  responsible  for  not 
having  any  children.  That  because  she  has  no  children  of  her  own  she  is 
responsible  for  all  the  children  of  the  colored  race,  and  in  that  sense  is  the 
mother  of  them  all. 

All  these  delusions  are  shifting  and  unstable  and  none  of  them  seem  to 
be  fixed. 

Ideas  of  Negation. — Somato-psychic  in  character,  prominent.  Claims 
that  her  body  is  dead;  that  she  is  dead;  that  her  passages  have  stopped; 
that  she  is  in  hell,  etc. 

Somatic  Sense  Deceptions. — Present.     Claims  that  she  has  queer  sensa- 
tions in  her  body,  claims  her  heart  stops  beating.     That  there  is  nothing 
left  of  her.    Also  complains  frequently  about  her  heart. 
24 
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Hallucination.  Auditory  hallucinations  probably  present. — Patient  as- 
sumes hallucinatory  attitudes,  and  claims  to  hear  the  voices  of  brother  and 
sister.  At  times  mistakes  the  noises  on  the  ward,  and  is  easily  frightened 
by  these  noises. 

Visual  Hallucinations. — Probable.  At  times  shows  some  affect  of  fear 
in  reaction  to  these  hallucinations.  She  claims  she  can  see  the  various 
members  of  her  family,  also  sees  "  all  kinds  of  people  and  sees  all  kinds  of 
pictures." 

Both  auditory  and  visual  hallucinations  are  more  marked  at  night,  and 
the  reaction  to  same  is  more  vivid. 

MENTAL  ORGANIZATION. 

Orientation  and  Grasp  Surroundings. — ^Variable,  and  at  times  very  poor. 
At  other  times  she  is  well  oriented  for  place  and  persons,  but  always 
poorly  so  for  time.  She  is  able  to  give  her  own  name ;  often  claims  this  is 
hell,  but  in  reality  she  knows  it  is  a  hospital  for  insane  people;  often 
claims  that  all  the  people  here  are  devils  with  horns,  but  recognizes 
physician.  At  times  marked  clouding  of  consciousness,  especially  at  night; 
she  is  then  in  a  semi-delirious  condition  and  completely  disoriented. 

"  What  is  your  name?  "  "  I H ,  of  25  Lamberton  Street,  Trenton, 

N.  J."  "  What  place  is  this  ?  "  "  It  is  an  awful  place.  Let  me  go,  I  haven't 
yet.  This  place  Dr.  Cort  says  is  a  hospital."  Says  she  don't  know  the  day 
or  date,  but  finally  says  "  Saturday."  "  What  month  is  it?  "  "  Oh,  that  is 
awful,  an  awful  thing,  it's  twenty-five  days."  "  What  month  is  it  ?  "  Jan- 
uary." She  says  it  is  winter,  that  people  around  are  all  devils  with  horns, 
that  the  place  is  for  insane  patients. 

Data  of  Personal  Identification. — Only  fair.  Can  give  account  of  remote 
events  fairly  accurately,  but  recalls  recent  events  very  poorly.  Constantly 
refers  to  her  somatic  ideas  and  her  illness.    No  change  in  personality. 

"  Where  were  you  born  ?  "  "  Trenton,  N.  J."  "  When  ?  "  "  November  24, 
1854."  "  How  old  are  you  ?  "  "  Fifty-seven  years."  "  Between  what  ages 
did  you  go  to  school  ? "  Repeats  the  question  and  does  not  answer. 
"  Where  did  you  go  to  school ? "  "I  used  to  teach."  Then  she  says  that  she 
went  to  common  school  and  the  State  Normal.  Says  she  did  not  graduate 
there.  Then  says,  "  I  graduated  on  Lamberton  Street."  "  Where  did  you 
teach ?  "  "I  can't  talk  because  my  heart  and  lungs  are  not  in  my  body." 
"  Did  you  ever  have  any  children  ?  "  "  No,  I  never  had  any  children,  but  I 
thought  I  was  responsible  for  a  million  of  children's  souls."  "  What  illness 
did  you  have ?  "  "I  was  sick  with  melancholia  in  1907,  that  is  all.  Dr. 
Cort  and  a  trained  nurse  attended  me." 

Memory  for  Immediate  Past. — Very  poor.  Patient  is  unable  to  tell  about 
her  admission  to  the  hospital  or  when  she  came  here.  Refuses  to  tell  how 
many  meals  she  had  to-day  and  what  she  had  at  meal  time. 

Retention. — Defective.  Patient  will  not  co-operate  in  tests  because  of 
her  agitation  and  apprehensiveness.  Recalls  number  387  after  a  few 
minutes,  and  two  colors,  blue  and  purple.  She  refuses  to  attempt  three 
numbers. 
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Grasp  upon  School  Knowledge  and  General  Experience. — Patient  is  con- 
fused, and  does  not  co-operate  well.  She  can  repeat  the  alphabet,  months 
of  year,  days  of  week,  the  Lord's  prayer,  the  United  States.  She  knows  the 
President,  his  predecessor,  also  some  historical  data.  Tests  interrupted  by 
her  moaning  because  she  is  in  hell. 

Calculation. — Fair.  No  retardation.  Counts  from  i  to  20  in  five  seconds. 
Will  not  co-operate  in  all  tests.  Refuses  to  subtract  continuous  7's  from 
100.    Multiplication  good.    Will  not  add  or  subtract. 

Reading. — Not  defective,  but  she  is  careless  and  indifferent. 

Writing. — Poor.  Shows  marked  tremor  and  misspelled  words,  defective 
and  not  in  keeping  with  her  education. 

Insight  and  Judgment. — For  the  most  part  defective.  At  times  appar- 
ently realizes  that  she  is  not  right  in  her  mind  and  has  insight  into  her 
attack  of  prostration  in  1907.    Her  judgment  is  defective. 

SUBSEQUENT  HISTORY  OF  THE  PATIENT. 

November  3,  1909.    Preliminary  presentation  before  staff  by  Dr.  Felty. 

Patient  continues  depressed,  agitated  and  apprehensive.  At  night  she  is 
always  much  worse,  constantly  pounding  on  door,  claiming  she  is  being 
murdered.  During  the  day  she  sits  alone,  at  times  becoming  agitated,  and 
when  agitated  there  is  marked  tremor  over  whole  body.  Frequently  much 
confused,  and  at  times  in  a  delirious  condition.  She  often  refuses  her  food 
because  it  is  the  "  devil "  or  her  dead  brother  that  she  is  eating ;  takes  food 
with  persuasion.  Thinks  this  is  a  punishment  because  of  the  powders  she 
gave  her  brother,  which  killed  him.  She  often  puts  her  finger  down  her 
throat  in  order  to  vomit,  because  of  having  eaten  her  dead  brother.  At 
times  refuses  medicine  because  it  is  the  "  devil's  blood."  She  has  many 
somatic  delusions.  She  claims  her  insides  are  dropping  out.  That  she 
hasn't  any  brains.  Claims  her  hair  has  all  been  cut  off ;  all  her  bones  have 
been  broken.    That  the  devil  has  her  vitals ;  her  breasts  are  all  gone. 

During  the  interview  this  morning  she  was  restless  and  agitated.  Fre- 
quently disturbed  by  noises  in  the  hall,  misinterpreting  them  and  showing 
much  fear  and  apprehension.  Patient  is  oriented  for  place,  as  she  knows 
this  is  an  insane  hospital,  although  she  often  calls  it  a  jail,  and  says  that 
she  is  here  to  be  murdered.  Memory  is  defective,  and  at  times  there  is 
marked  clouding  of  consciousness.  Often  expresses  insight,  says  she  is 
suffering  from  insanity,  "because  the  more  I  want  to  talk  the  less  I  can 
talk."  She  claims  to  feel  "  as  if  I  had  no  brains,"  also  that  she  has  no 
veins  and  no  blood  in  her  veins.  Self-accusation  also  present.  Claims  she 
has  done  wrong  to  the  rest  of  the  family.  When  she  hears  a  noise  in  the 
hall,  misinterprets  the  same,  claims  that  "  they  are  banging  their  heads  to- 
gether out  there." 

Patient's  Conversation. — "Good  morning?"  "Good  morning,  Doctor." 
"  Do  you  know  where  you  are  ?  "  "I  am  in  an  insane  hospital."  "  How 
long  have  you  been  here  ?  "  "I  don't  know."  "  Why  are  you  here  ?  "  "  Be- 
cause I  was  suffering  from  insomnia."    "Have  you  ever  seen  me  before?" 
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"Don't  remember  you."  "What  happened  to  upset  you?"  "Bones  are 
getting  broken."  "  Do  you  feel  worried  or  sad  ?  "  "  Oh,  they  make  me  a 
helpless  maniac,  suffering  from  insomnia.  I  couldn't  eat  before,  then  the 
shooting  began."  "What  do  you  mean  by  shooting?"  "Yesterday  I  was 
there."  "  Broke  my  bones,  they  are  upside  down  now."  "  How  do  you 
mean  ?  "  "  There  are  no  veins,  there  is  no  blood  in  my  veins."  "  What  are 
you  suffering  from  now,  outside  of  your  insomnia?"  "I  suppose  insanity, 
because  the  more  I  want  to  talk,  the  less  I  can  talk."  "  Do  you  feel  con- 
fused ? "  "I  feel  as  if  I  hadn't  any  brains."  "  Are  you  sad,  do  you  feel 
worried?  "  "  I  have  been  suffering  from  melancholia."  (Looks  at  picture.) 
"There,  that's  my  mother."  "Are  you  afraid  of  anything?"  "I  am 
afraid  of  having  done  wrong  to  the  rest  of  the  family."  (Hears  a  noise.) 
"  They  are  banging  their  heads  out  there,  too."  (Doctor  knocks  on  table.) 
"  No  wonder  they  are  insane  if  they  have  their  heads  banged  against  the 
wall  like  that."  "  Do  you  feel  sick  ? "  "  They  had  my  hair  all  cut  off. 
Every  bone  in  my  body  is  broken.  What  is  my  name?  I  don't  know. 
There  goes  the  heads  (hears  a  noise).  That  was  a  cruel  thing  to  do,  too. 
High  oppression.  Doctor,  it  is  too  intense."  "  What  is  this  about  going 
to  hell  and  sending  your  family  there  ?  "  "I  haven't  sent  them  all  there." 
(Doctor  knocks.)     "The  devil's  got  my  vitals,  my  heart,  that's  all  gone." 

Dec.  4,  1909.    Second  presentation  before  staff  by  Dr.  Felty. 

There  has  been  but  little  change  in  patient  since  last  note.  She  is  still 
apprehensive,  depressed,  agitated,  resistive,  and  at  times  nervous,  and  tears 
her  clothing.  On  the  19th  of  November  took  hold  of  a  violent  patient, 
shook  her  and  shouted,  "help  me  to  undo  the  past."  The  latter  patient 
struck  her  a  blow  on  the  nose  which  caused  it  to  bleed,  and  patient  said  she 
was  glad  as  it  was  the  devil's  blood  coming  out.  Patient  is  always  more 
disturbed  and  apprehensive  at  night.  She  is  usually  sleepless,  pounding  on 
door,  screaming.  Shows  much  fear  at  night,  and  often  reacts  to  hallucina- 
tions. Some  days  she  is  better  than  others  and  more  easily  managed. 
Often  it  will  take  several  nurses  to  dress  her,  because  of  resistiveness,  but 
when  she  comes  in  a  room  with  her  company  she  is  able  to  control  herself 
for  a  while  and  talk,  but  in  the  same  depressed  strain,  showing  self-accusa- 
tion and  absurd  delusions.  In  her  better  moods  she  admits  that  her  ideas 
are  all  imagination  and  untrue,  that  she  has  never  harmed  any  one.  At 
times  she  takes  some  interest  in  her  surroundings,  talks  to  nurses,  and  goes 
to  other  wards  to  visit.  But  she  is  usually  much  disturbed  at  night. 
During  this  time  her  temperature  could  not  be  taken,  but  her  pulse  was 
usually  irregular  and  weak.  (To-day  brought  before  staff  meeting.)  She 
was  talkative,  but  productions  are  somewhat  incoherent  and  disconnected  at 
times.  She  jumps  from  one  subject  to  another,  but  productions  are  always 
along  depressive  lines,  and  self-accusation  prominent.  Occasionally  con- 
fused, and  there  is  clouding  of  consciousness.  Claims  she  is  in  jail,  is  in  the 
sky.  She  claims  she  hears  people  say  she  has  committed  a  great  many  vulgar 
crimes.  Has  ideas  of  negation.  At  times  shows  some  insight.  Claims  she 
has  been  taken  from  prison  to  prison. 
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Patient's  Conversation. — "Ah,  what  a  shame,  being  murdered  and  elec- 
trocuted, these  are  gentlemen  that  I  don't  know,  such  creatures,  accusing 
me  of  all  kinds  of  crimes,  I  have  been  moved  from  jail  to  jail."  "Where 
are  you  now ?  "  "I  must  be  in  an  asylum,  I  have  been  traveling  around 
from  place  to  place,  do  you  remember  my  sister,  do  you  remember  my 
mother  and  father."  "What  about  your  brother?"  "My  brother  died,  I 
imagined  I  murdered  him,  because  I  gave  him  a  powder  for  the  drink 
habit,  and  the  coroner  said  an  inquest  was  not  necessary.  It  is  the  race 
hatred,  they  say  I  commit  all  kinds  of  crimes,  every  horrible  crime  that  is 

committed  they  say  that  I H committed  it,  three  or  four  women 

keep  me  under  their  control.  Do  you  suppose  I  could  commit  such  awful 
sin  that  they  accuse  me  of?  They  say  they  were  committed  up  in  the  sky, 
very  vulgar  crimes."  "  Were  you  up  in  the  sky ?  "  "I  suppose  I  was.  Do 
my  family  still  exist,  are  my  people  all  killed  ?  "  "  Are  you  afraid  of  any- 
thing?" "I  am  awfully  afraid  of  these  women,  they  haul  me  around  and 
drag  my  hair  out  by  the  roots.  I  have  been  taken  from  post  to  pillar.  I 
have  been  electrocuted.  Where  is  my  doctor?  Where  is  Dr.  Cort?  They 
accuse  me  of  all  sorts  of  brutal  murders  and  robberies ;  every  crime  that  is 

committed  they  say  I H committed  it.     Where  are  the  people? 

Have  they  been  burned  to  death?  Has  the  town  been  burned?  What  a 
shame,"  etc. 

Subsequent  History. — Patient  changed  but  little  for  a  few  weeks;  she 
then  began  to  fail  in  her  physical  condition.  She  was  usually  restless, 
agitated  and  apprehensive,  and  at  night  she  was  always  worse.  Slept  but 
little,  even  when  given  medicine.  When  visited  by  friends  she  knew 
them,  but  made  many  contradictory  statements.  For  example,  at  one  time 
told  about  her  being  struck  on  the  nose  and  accused  nurse  of  beating  her. 
Another  time  told  her  sister  that  her  brother  struck  her  on  the  nose. 
Patient  did  not  take  sufficient  nourishment,  as  she  claimed  her  food  was 
poisoned.  Frequently  had  spells  of  agitation  and  fear,  in  which  she  ran 
aimlessly  about  the  ward  and  screamed,  confused  and  delirious.  She  would 
bHndly  resist  everything  that  the  nurses  did  for  her. 

On  the  19th  of  January  seemed  to  be  worse.  She  would  not  sleep  for 
fear  she  would  not  wake  up,  and  seemed  afraid  that  she  was  going  to  die. 
She  got  up  and  dressed  herself,  and  took  her  breakfast,  a  glass  of  milk 
and  cup  of  coffee,  and  ate  some  food.  At  8  a.  m.,  she  asked  for  a  comb 
and  brush,  and  wanted  to  fix  up  and  go  down  town  to  see  a  lawyer  about 
her  will,  as  she  wanted  to  leave  all  her  money  to  the  churches.  A  little 
later  she  fell  heavily  to  the  floor  in  syncope.  Some  slight  twitchings,  but 
no  paralysis.  This  lasted  until  10  o'clock,  when  she  felt  better.  Her 
temperature  was  96;  pulse,  56-60,  very  weak  and  irregular.  After  this 
heart  stroke  she  was  more  feeble  and  very  weak.  Unable  to  stand  on  her 
feet,  would  fall  down  when  making  the  attempt.  At  times  she  could 
scarcely  swallow,  and  the  next  day  had  to  be  tube  fed  by  Dr.  Felty.  On 
the  20th,  urinary  analysis  showed  Sp.  Gr.  1022,  acid  and  small  trace  of 
albumin.     No  casts.     She  appeared  almost  unconscious.     Could  not  swal- 
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low.  Patient  trembled  in  all  muscles  and  there  were  fibrillary  twitchings, 
but  not  more  marked  than  previously  noted.  No  e jactations  and  no  mental 
symptoms  at  this  time  to  suggest  central  neuritis.  Patient  was  unable  to 
talk.    Temperature  continued  96;  pulse,  56-60,  very  weak. 

On  Jan,  21st  her  condition  had  not  changed.  She  was  visited  by  her 
brother,  and  called  for  him  after  he  left.  Her  temperature  was  97.  Heart 
beats,  56;  pulse  could  not  be  felt.  She  pulled  on  bed  clothes,  tried  to  talk, 
but  could  not  make  any  intelligible  sounds.  Temperature  in  the  evening, 
96.  Heart  beats,  50-54.  No  diarrhea,  no  muscular  twitchings  of  ejactatory 
type.  She  became  stuporous  and  unable  to  recognize  any  one.  She  died 
7.20  a.  m.,  January  23,  1910,  of  degenerative  myocarditis. 

Synopsis  of  Clinical  History. 

We  have  here  to  deal  with  a  psychosis  in  a  single  negro  woman, 
^et.  55,  with  no  heredity  known  of.  Mental  development  above 
the  average  of  her  race.  Successful  school  teacher  for  thirty-five 
years.  No  peculiarities  or  evidence  of  mental  abnormalities  until 
1907,  over  two  years  before  her  last  illness.  Following  close 
application  to  school  work,  with  rather  poor  health,  and  at  period 
of  menopause,  the  patient  suffers  a  breakdown,  probably  a  pro- 
found type  of  nervous  prostration,  with  evidences  of  depression, 
but  exact  character  of  attack  at  that  time  unknown.  She  spent 
six  weeks  in  bed,  and  after  a  few  months  recovered  entirely  men- 
tally, but  on  account  of  poor  physical  condition  she  did  not  re- 
turn to  teaching,  but  assisted  truant  officer  in  looking  after  colored 
school  children  and  assisted  with  house  work  at  home.  Following 
first  recovery  no  peculiarities  were  noticed  in  the  patient  until 
present  attack.  Six  weeks,  however,  before  the  onset  of  last 
attack  she  was  in  poor  physical  health,  and  was  treated  by  Dr. 
Cort  for  organic  heart  disease.  He  states  no  murmurs  were  de- 
tected, but  that  symptoms  of  organic  myocardial  disease  were  pre- 
sent.   This  improved  somewhat  under  treatment. 

Onset  of  Present  Attack. — Was  sudden,  and  followed  the  sud- 
den death  of  brother  from  heart  failure  or  apoplexy.  Patient 
worried  because  she  had  secretly  given  brother  patent  medicine 
to  cure  the  drink  habit.  Thought  this  might  have  caused  his 
death.  Two  days  after  death  of  brother  shows  the  first  mental 
symptoms.  She  was  restless,  sleepless,  worried  continually  over 
her  actions  in  giving  the  powder.  She  became  more  depressed, 
agitated,  apprehensive,  and  developed  ideas  of  self-accusation, 
claimed  she  had  committed  the  unpardonable  sin,  had  killed  her 
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brother,  was  possessed  of  the  devil.  She  refused  food  and  med- 
icine. She  would  not  sleep  at  night,  and  probably  had  auditory 
hallucinations.  Six  days  later  she  was  sent  to  St.  Francis  Hos- 
pital, but  could  not  be  kept  there,  and  was  then  admitted  to  the 
New  Jersey  State  Hospital  at  Trenton  on  October  23,  1909,  eight 
days  after  appearance  of  mental  symptoms. 

On  admission  patient  showed  marked  motor  restlessness,  de- 
pression, agitation  and  apprehensiveness.  Her  attitude  was  vari- 
able.   Oriented  for  place,  but  poorly  so  for  time  and  persons. 

Physical  examination,  made  a  few  days  later,  showed  a  light 
colored  mulatto  of  good  frame  and  muscular  development,  typical 
African  features  and  kinky  hair.  No  stigmata  or  malformation. 
General  nutrition  good.  Height,  5  ft.  3  in.  Weight,  141  lbs. 
Temperature  was  normal ;  pulse,  80-84.  Well  nourished.  No  evi- 
dence of  acute  or  chronic  constitutional  diseases. 

Nervous  System. — General  feeling  of  weakness  and  debility. 
No  disturbance  of  taste  or  smell.  Eyes  moderately  protruded, 
pupils  normal.    Vision  normal.    Hearing  normal. 

Cutaneous  Sensibilities. — Not  accurately  tested  owing  to 
patient's  lack  of  co-operation,  but  no  abnormalities  found  in  coarse 
tests ;  pain  and  touch  sense  found  to  be  normal. 

Reflexes. — Knee-jerks  somewhat  exaggerated,  but  no  other  ab- 
normality of  reflexes. 

Motor  Functions. — Facial  movements  symmetrical.  Co-ordina- 
tion good.  General  muscularity  fair.  Gait  somewhat  unsteady. 
No  evidence  of  hemiplegia  or  paralysis. 

Tremor. — Marked  tremors  of  all  muscles  of  body,  due  to  her 
emotionally  disturbed  condition.  Marked  fibrillary  twitchings  of 
tongue,  lips  and  fingers. 

Speech. — No  slurring,  but  some  hesitancy. 

Organic  Reflexes. — Under  control,  but  frequently  passes  urine 
involuntarily.    No  convulsions  or  hysterical  attacks. 

Lungs. — Not  abnormal. 

Heart. — Subjective  complaints  of  palpitation.  She  frequently 
spoke  of  pain  about  heart.  Pulse  irregular,  84  per  minute,  and 
rather  Weak.  No  arterio-sclerosis.  No  murmurs  heard,  but 
heart  sounds  are  weak.    Abdominal  organs  negative. 

Urine. — On  October  24,  turbid,  Sp.  Gr.  1025,  acid,  albumin, 
good  trace.    Hyaline  casts.    No  sugar. 
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Summary  of  Mental  Status. — Patient's  mental  condition  was  ex- 
tremely variable,  and  hardly  ever  presented  the  same  picture  for 
any  considerable  length  of  time.  At  first  the  delirious  state  was 
more  prominent,  with  extreme  apprehension,  and  affect  of  fear  in 
reaction  to  hallucinations  and  illusions.  Coupled  with  this  was 
an  anxious  mood  with  much  agitation  and  motor  and  psycho- 
motor restlessness.  Her  condition  during  the  day  was  usually 
better  than  at  night  when  she  was  more  apprehensive  and  reacted 
more  vividly  to  auditory  and  visual  hallucinations.  Delirium  was 
also  more  profound.  Disorientation  varied  often  during  the  same 
interview,  when  she  would  claim  she  was  in  prison,  or  in  hell,  but 
when  pressed  further,  would  give  the  name  of  the  hospital.  Her 
time  orientation  was  more  constantly  impaired,  as  also  her  memory 
for  recent  events.  Although  attention  was  always  difficult  to  ob- 
tain and  could  be  held  only  for  a  few  minutes,  there  were  intervals 
during  which  rational  answers  could  be  obtained,  orientation  be- 
came clear,  and  delirium  with  clouding  of  consciousness  disap- 
peared. Immediately  following  such  intervals,  however,  the 
patient  would  become  again  disoriented  by  her  affect  of  fear,  de- 
pressive ideas,  ideas  of  unreality  and  motor  agitation.  The  abrupt 
alternation  of  these  states,  and  the  transitory  character  of  the 
delirium  was  a  marked  feature,  and  one  that  obscured  the  diag- 
nosis. At  times  the  patient  presented  a  typical  anxiety  psychosis, 
but  this  was  liable  to  be  succeeded  by  traits  of  a  manic  character, 
as  shown  in  her  pert  references  to  the  physicians,  and  distracti- 
bility  of  a  modified  character.  At  times  even  a  tendency  toward  a 
flight  of  ideas  was  present.  However,  the  predominating  symp- 
toms were  the  anxious  and  agitated  depressed  state.  At  no  time 
was  retardation  or  inhibition  noted.  Although  she  would  occa- 
sionally sit  alone  on  the  ward,  she  would  again  wander  aimlessly 
about  appealing  to  other  patients,  or  getting  into  bed  with  them. 
Often  she  was  aimlessly  resistive,  through  fear  rather  than  nega- 
tivism. The  stream  of  thought  was  often  wandering,  shallow  and 
disconnected,  but  here  again,  as  in  general  demeanor,  abrupt 
alternations  were  frequent.  One  constant  symptom  was  the 
marked  disturbance  at  night.  Usually  the  patient  was  sleepless, 
agitated  and  noisy,  pounding  on  door  and  screaming.  Vivid  re- 
action to  hallucinations  were  present.  Ideas  of  unreality,  in  the 
alio-,  auto-,  and  somato-psychic  fields  were  present,  but  not  con- 
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stant  or  fixed.  These  ideas  changed  constantly.  At  times  she  was 
in  hell,  all  about  her  were  devils ;  again  she  was  drinking  devil's 
blood,  her  veins  had  no  blood  in  them,  or  had  no  veins  and  no  body ; 
that  her  heart  stopped  beating.  During  apprehensive  episodes, 
and  at  other  times  there  were  marked  self-accusations,  occasionally 
based  upon  hallucinations.  She  maintained  people  accused  her  of 
various  crimes ;  that  she  had  killed  her  brother ;  sent  her  family  to 
hell ;  committed  mortal  sin. 

Instead  of  the  fixed  immobile  expression  of  depression,  the 
patient  exhibited  an  extremely  mobile  expression,  rapidly  chang- 
ing from  anxious,  worried,  bewildered,  to  one  somewhat  sarcastic 
or  even  half  smiling. 

Memory,  usually  good  for  remote  events  when  her  attention 
could  be  obtained,  was  defective  for  recent  events  and  retention, 
and  frequent  fabrications  were  present. 

School  knowledge  and  calculation  could  not  be  accurately  tested, 
as  patient  was  seldom  able  to  concentrate  sufficiently  to  answer 
correctly.  No  retardation  in  counting.  Counted  1-20  in  five 
seconds. 

Insight  and  judgment  defective  according  to  the  degree  and 
intensity  of  the  delirium  and  agitation.  Occasionally  recognized 
that  she  was  insane,  but  this  insight  also  showed  marked  changes. 

Subsequent  course  resembled  largely  her  condition  as  described 
above,  with  daily  variations,  and  sleeplessness  and  apprehensive- 
ness  at  night.  Hardly  a  night's  sleep  without  hypnotics.  Her 
physical  condition  became  progressively  worse.  She  lost  weight 
from  141  lbs.  to  125  lbs.  Sudden  attack  of  syncope  four  days 
before  death  marked  the  beginning  of  the  terminal  stage,  and 
following  this  patient  had  to  be  kept  in  bed  on  account  of  weak- 
ness. She  refused  food,  and  could  not  articulate,  but  no  ejaculatory 
twitchings  or  other  symptoms  of  central  neuritis  were  observed. 
For  a  week  before  death  her  temperature  was  subnormal,  96-97, 
and  heart  action  weak  and  irregular,  56-60.  No  pulse  could  be 
felt,  and  she  died  in  coma  January  23,  19 10,  three  months  after 
admission. 

It  is  worthy  of  note  that  the  albuminuria  with  hyaline  casts 
which  was  present  on  admission,  was  absent  on  later  examina- 
tion, and  that  the  mental  condition  did  not  improve  coincidentally 
with  the  kidney  condition. 
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Discussion  of  Symptoms. 

The  differential  diagnosis  in  .the  case  presented  many  difficulties, 
and  so  varied  and  atypical  were  the  symptoms  that  no  agreement 
as  to  the  diagnosis  was  reached,  as  shown  by  the  staff  conference 
notes. 

The  age  (past  the  meriopause) ,  apprehensiveness,  anxiety,  self- 
accusation,  and  ideas  of  negation,  somatic  sense  deceptions,  de- 
lusions and  melancholic  features,  would  stamp  the  case  as  one 
of  involution  melancholia,  or  a  depression  of  the  involution  period. 
However,  the  delirious  states,  variability  of  the  symptoms,  and 
transitory  clouding  of  consciousness,  more  marked  at  night,  would 
speak  for  something  more  than  a  depression  of  involutional  type. 

Toxic  delirium  was  the  next  diagnosis  suggested  from  the 
presence  of  albumin  in  the  urine,  probably  originating  from  kidney 
disturbance.  But  while  there  were  undoubtedly  delirious  episodes, 
there  were  also  other  features  of  fear,  anxiety,  depression  and 
apprehensiveness,  that  would  not  fit  altogether  in  that  diagnosis. 

Manic  depressive  insanity  must  be  carefully  considered,  and 
more  especially  a  mixed  state.  The  marked  depressed  ideas,  with- 
out retardation,  but  with  agitation,  fear  and  marked  motor  and 
psycho-motor  restlessness,  and  a  tendency  to  joke  at  times,  speak 
very  strongly  for  such  a  consideration.  Also  the  history  of  an 
attack  in  1907,  two  and  a  half  years  ago.  But  the  extreme  ap- 
prehensiveness, with  fear  and  clouding  of  consciousness  and  vivid 
auditory  and  visual  hallucinations  would  be  extremely  atypical, 
also  the  subsequent  history  of  the  case  helps  to  rule  out  such  a 
diagnosis.  For  the  prognosis  in  this  case,  when  considered  as  a 
manic  depressive  insanity,  even  the  mixed  phase  should  have  been 
good,  and  the  prospect  of  death  in  three  months  would  certainly 
not  be  thought  of.  It  must  be  admitted  that  the  prognosis  was 
considered  fair  in  this  case,  and  it  was  with  much  chagrin  that  it 
was  noticed  that  the  patient  was  steadily  failing  instead  of  im- 
proving under  the  treatment. 

There  were  no  focal  symptoms  present  and  no  neurological 
symptoms  by  which  the  case  could  be  diagnosed,  either  general 
paralysis  of  arterio-sclerotic  brain  disease.  Later  a  lumbar  punc- 
ture was  taken,  but  was  negative  for  general  paralysis. 

At  first  no  particular  attention  was  paid  .to  the  tact  that  the 
patient  had  been  treated  for  organic  heart  disease,  or  that  she 
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was  suffering  from  that  trouble  at  the  time  of  admission.  The 
seriousness  of  the  heart  trouble  was  first  shown  at  the  autopsy, 
when  a  severe  myocardial  degeneration  was  found.  The  absence 
of  murmurs  was  probably  responsible  for  the  fact  that  the  heart 
lesion  was  not  more  fully  considered. 

So,  while  a  tentative  diagnosis  of  mixed  phase  of  manic  de- 
pressive insanity,  with  delirium,  was  made,  the  case  was  con- 
sidered in  the  end  unclassified  delirium,  and  neither  diagnosis  was 
satisfactory.  However,  the  autopsy  in  the  case  was  the  means  of 
clearing  up  the  diagnosis  and  of  explaining  the  rapid  decline  and 
death  of  the  patient,  when  the  prognosis  at  first  was  considered 
fair  and  prospects  of  recovery  good.  The  absence  of  any  acute 
febrile  or  infectious  disease  prior  to  the  onset  of  the  psychosis  is 
significant,  and  would  rule  out  the  various  deliria  of  infection  and 
febrile  origin  as  well  as  collapse  delirium. 

The  symptomatology  and  outcome  of  this  case  resemble  in  most 
particulars  the  typical  cases  reported  in  detail  and  discussed  by 
Jakob,  whose  timely  work  has  been  of  immense  benefit  in  clear- 
ing up  the  diagnosis  in  this  class  of  cases.  (Of  the  histo-path- 
ology  we  will  speak  later,  but  will  mention  here  that  in  the  prin- 
cipal features  this  case  closely  corresponds  to  Jakob's  cases.) 

A  work  here  as  to  the  etiology  is  important  in  this  case.  In 
view  of  the  symptomatology,  outcome  and  autopsy  findings,  we 
must  consider  that  the  organic  heart  disease  doubtless  played  a 
very  important  role  in  the  causation  of  the  psychosis.  And  we 
can  believe  that  the  heart  lesion  preceded  the  onset  of  the  psychosis 
by  at  least  two  or  three  years.  Not  only  is  this  shown  in  the 
history,  but  the  character  of  the  lesions  leads  one  to  believe  that 
it  was  of  chronic  type  and  well  advanced  long  before  the  psychosis 
appeared.  The  nervous  breakdown  in  1907,  with  symptoms  some- 
what similar  to  the  present  attack,  would  lead  one  to  suggest  this 
as  the  onset  of  the  psychosis  and  heart  lesion,  but  through  treat- 
ment, mainly  rest  in  bed,  the  heart  condition  improved,  and  later, 
the  cessation  from  teaching,  and  living  a  more  equable  and  quiet 
life,  was  responsible  for  great  improvement  and  cessation  of  any 
untoward  symptoms  until  six  weeks  before  the  last  onset. 

But,  coupled  with  the  heart  lesion,  we  have  also  evidence  of  a 
severe  mental  and  emotional  shock,  the  sudden  death  of  a  beloved 
brother,  and  the  bare  possibility  that  his  death  might  have  been 
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caused  by  patent  medicine  given  him  by  the  patient  to  cure  the 
drink  habit.  As  pointed  out  by  Jakob,  the  combination  of  a  heart 
lesion  and  a  psycho-genetic  factor  is  common  in  most  cases  of 
circulatory  psychoses,  and  was  present  in  the  majority  of  the  cases 
reported  by  him.  The  resemblance  of  the  mental  symptoms  to 
.those  of  a  functional  psychosis  does  not  rule  out  a  psychosis  due 
to  organic  lesions,  as  we  have  the  well  recognized  fact  of  the 
manic  complex  in  general  paralysis  and  depression  in  arterio- 
sclerotic brain  disease  which  cannot  always  be  differentiated  from 
the  true  functional  types. 

The  histological  findings  in  the  case,  which  resemble  closely 
those  of  central  neuritis,  make  it  imperative  to  differentiate  it 
from  that  complex.  But  the  terminal  condition  did  not  show  any 
similarity  to  central  neuritis.  The  only  points  in  common  were, 
the  anxious  depression  with  delirium  and  hallucinations,  which  is 
also  a  prominent  feature  of  central  neuritis.  Although  mentally 
there  were  similar  symptoms  the  physical  phenomena  character- 
istic of  central  neuritis  were  absent,  viz.,  disturbance  of  reflexes, 
ejactatory  twitchings,  muscular  rigidity,  pain  and  tenderness  over 
muscles,  neurotic  symptoms,  and  diarrhea.  The  terminal  condi- 
tion of  central  neuritis  is  so  characteristic  that  it  has  been  seldom 
overlooked  in  this  hospital,  and  certainly  no  such  symptom  com- 
plex was  observed.  One  symptom  which  may  be  confused  with 
those  of  central  neuritis  was  the  tremors,  but  these  were  present 
throughout  the  time  of  her  residence  in  the  hospital,  were  general 
and  constant,  more  marked  when  patient  was  agitated  and  appre- 
hensive, and  more  of  an  ejactatory  character. 

Anatomical  Findings. 

Autopsy  three  hours  after  death. 

Body  with  well-developed  muscles  and  without  essential  wast- 
ing.   Pupils  moderately  dilated;  distinct  oedema  of  ankles. 

Internal  examination  of  the  head  shows  no  detectable  changes 
in  the  dura;  in  the  pia  a  very  trifling  degree  of  turbidity  along 
the  longitudinal  fissure  only.  The  dural  and  cranial  sinuses  nega- 
tive. 

The  walls  of  the  basal  vessels  are  a  trifle  opaque  but  in  neither 
the  major  trunks,  primary  or  secondary  divisions  are  there  any 
indications  of  atheroma  or  sclerosis  of  any  significance. 
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Brain  weight,  iioo  gms.,  moderately  small  in  size  but  in  gen- 
eral appearance  and  consistency  shows  no  departure  from  the 
normal.  There  is  no  atrophy  of  the  convolutions  and  no  increase 
in  fluid.  The  ependyma  is  clear.  No  focal  lesions  were  detected 
on  subsequent  dissection. 

With  the  exception  of  the  heart  the  anatomical  and  histological 
findings  in  the  organs  of  the  trunk  were  not  highly  significant. 

Anatomical  diagnosis  confirmed  by  microscopic  examination: 

Marked  myocardial  degeneration. 

Chronic  sclerotic  mitral  endocarditis. 

Subacute  adhesive  pericarditis. 

Chronic  bilateral  pleural  adhesions. 

Moderate  bilateral  hydrothorax. 

Marked  bilateral  pulmonary  oedema. 

Moderate  aortic  atheroma. 

Slight  chronic  degenerative  nephritis. 

Cause  of  death,  myocardial  degeneration  and  pulmonary  oedema. 

Heart  findings  in  full:  Externally  the  pericardial  sac  shows 
nothing  of  note ;  on  attempt  at  incision,  the  parietal  and  visceral 
layers  are  closely  interadherent ;  the  membranes  are  dry  and 
tough  and  can  be  separated  only  with  difliculty.  The  pericardial 
sac  is  completely  obliterated. 

The  heart  appears  small  in  proportion  to  the  other  organs; 
depth  of  left  ventricle,  7  cm. ;  circumference  at  base,  23  cm. ; 
weight,  250  gms. 

The  subepicardial  fat  is  notably  increased,  particularly  over  the 
right  ventricle  where  it  forms  a  large  part  of  the  wall. 

The  pulmonary  and  tricuspid  valves  do  not  appear  unusual ;  the 
aortic  valve  segments  show  general  opacity;  the  mitral  leaflets 
are  dull  white  in  color ;  to  the  touch  they  are  thickened  and  stiff. 

The  heart  muscle  of  both  ventricles  is  flabby  and  of  very  poor 
consistency,  it  is  a  turbid  brownish-red  in  color. 

The  wall  of  the  right  ventricle  is  .4  cm.  in  thickness,  and  con- 
sists largely  of  the  subepicardial  fat ;  the  muscle  is  very  thin  and 
ill  defined  and  is  transversed  by  delicate  yellowish  lines. 

The  wall  of  the  left  ventricle  is  .6  cm.  in  thickness,  the  muscle 
does  not  show  the  yellowish  streaks  seen  on  the  right  side. 

The  coronary  vessels  present  nothing  of  significance. 

Microscopically  by  paraffin  sections  and  hematoxylin  and  eosin 
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there  is  no  demonstrable  alteration  in  the  interstitial  connective 
tissue  and  the  vessel  walls  show  only  a  very  trifling  degree  of 
thickening  affecting  the  individual  coats  about  equally. 

The  subepicardial  fat  of  the  right  ventricle  forms  nearly  half 
the  thickness  of  the  wall  and  from  it  occasional  small  strands  of 
fatty  tissue  extend  inward  between  the  muscle  bundles. 

The  muscle  striations  are  indistinct. 

In  the  individual  fibers  are  considerable  accumulations  of 
brownish  pigment  granules,  for  the  most  part  situated  about  the 
nucleus,  and  with  weak  illumination  a  number  of  minute  vacuoles 
in  the  muscle  substance  can  be  distinguished. 

By  Marchi  there  is  a  heavy  accumulation  of  blackened  granules 
in  practically  every  muscle  cell  of  the  myocardium. 

The  granules  are  for  the  most  part  of  minute  size  and  are  best 
seen  with  oil  emersion  and  high  illumination.  They  are  diffusely 
distributed  throughout  the  muscle  fibers,  those  of  larger  size 
usually  lying  in  proximity  of  the  nucleus. 

They  are  most  abundant  in  cells  nearest  the  endocardium,  here 
an  occasional  cell  is  seen  in  which  their  numbers  obscure  both 
striations  and  nucleus. 

No  relation  between  the  location  of  vessels  and  distribution  of 
blackening  in  the  muscle  cells  can  be  distinguished. 

The  picture  is  one  of  severe  generalized  myocardial  fatty  de- 
generation. 

Technique  of  Examination  of  Brain. 

Blocks  of  fresh  tissue  were  removed  from  the  first  frontal  con- 
volution, the  paracentral  lobules,  gyri  recti,  first  occipital,  first 
temporal,  from  the  region  of  the  calcarine  fissure  and  from  the 
cornu  ammonis  and  cerebellum.  Duplicate  block  from  each  area 
were  fixed  in  95  per  cent  alcohol,  corrosive  sublimate  and  10  per 
cent  formal,  respectively. 

A  portion  of  the  alcohol  material  was  cut  imembedded  and 
stained  by  the  original  Nissl  method,  and  the  remaining  portion 
embeddel  in  celloidin  and  stained  with  toluiden  blue. 

Blocks  from  the  sublimate  solution  were  embedded  in  paraffin, 
cut  at  a  thickness  of  six  microns  and  stained  with  hematoxylin  and 
eosin,  eosin  and  thionin  and  Van  Gieson's  stain. 
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The  formalin  material  was  taken  for  Marchi's,  Pal's  and 
Mallory's  phosphotungstic  acid  hematoxylin  stains  and  for  frozen 
sections  stained  by  Herxheimer's  scharlach  fat  stain  and  Biel- 
chowski's  method  for  neurofibrils. 

Histologic  Findings  of  the  Brain. 

To  general  observation  it  is  at  once  evident  that  the  sections  of 
the  different  areas  present  no  indications  of  focal  destructive 
change.  The  stratification  is  everywhere  apparently  normal ;  there 
is  no  architectural  nerve  cell  loss  or  massive  glia  replacement. 

The  pia  is  everywhere  comparatively  thin  and  contains  no  cellu- 
lar infiltration. 

The  vessels  of  the  pia,  not  structurally  noteworthy,  are  chiefly 
remarkable  for  a  quite  noticeable  engorgement  affecting  the  veins. 

These  are  quite  generally  filled  with  well-preserved  red  cor- 
puscles and,  in  contrast  to  the  arteries,  are  moderately  dilated. 

At  certain  points  a  limited  number  of  grouped  red  cells  are 
found  lying  free  in  the  pial  meshes. 

Beneath  the  pia  the  superficial  fibrillary  glia  in  Mallory  prepara- 
tions appears  everywhere  as  a  thin  zone  of  delicate  fibers.  Occa- 
sionally at  the  bottoms  of  sulci  the  glia  belt  is  a  trifle  increased, 
but  nowhere  does  it  show  notable  overgrowth. 

The  cortical  vessels,  as  a  rule,  are  without  alterations  of  im- 
portance, the  walls  are  of  normal  thickness  and  the  individual  cell 
nuclei  of  their  coats  well  stained. 

Occasionally  among  the  long  medullary  vessels,  certain  ele- 
ments are  rendered  conspicuous  by  the  presence  of  a  relatively 
large  number  of  deeply  stained  nuclei  in  and  about  their  walls. 

A  limited  number  of  these  cells  are  of  the  spindle  shaped  ad- 
ventitial type;  the  greater  number,  however,  are  endothelial  ele- 
ments possessing  slightly  enlarged  nuclei  which  are  chiefly  con- 
spicuous for  their  slightly  distorted  shape  and  large  amount  of 
chromatin  which  they  contain. 

It  is  probably  correct  to  regard  such  elements  as  hypertrophic 
and  as  exhibiting  mildly  proliferative  tendencies,  but  since  their 
occurrence  is  limited  to  comparatively  few  of  the  cortical  vessels 
no  particular  significance  can  be  attached  to  their  presence. 

Further  study  of  the  Mallory  glia  preparations  and  of  sections 
stained  by  Weigert-Pal  furnishes  no  additional  data  to  the  histo- 
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logical  picture  and  alterations  of  essential  importance  are  found 
wholly  in  the  individual  elements  of  the  cortex. 

These  changes,  since  they  present  fundamental  differences  in 
type  and  distribution  for  descriptive  purposes  at  least,  are  best 
considered  as  separate  processes ;  one  affecting  the  large  elements 
of  the  deep  cortical  strata  and  the  other  the  small  and  medium- 
sized  pyramids  of  the  outer  cell  layers. 

As  seen  in  Nissl  preparations  the  alteration  in  the  larger  ele- 
ments affects  most  severely  the  large  Betz  cells  of  the  paracentral 
lobules.  These  cells,  with  but  occasional  exceptions,  show  very 
typically  the  central  glassy  dissolution  of  Nissl  granules  and  per- 
ipheral nuclear  displacement  of  an  axonal  reaction  remarkable  for 
the  severity  of  alteration  and  number  of  cells  involved.  To  a  less 
degree  among  the  large  cells  of  other  areas  cellular  reactions  of 
similar  general  type  occur  and  together  with  the  more  evident 
changes  in  the  Betz  cells  constitute  one  very  readily  distinguished 
form  of  cell  alteration,  which  were  it  not  for  the  presence  of  an 
equally  marked,  though  less  conspicuous,  alteration  of  another 
type,  would  largely  overshadow  the  entire  histological  picture. 

In  the  medium  and  smaller-sized  pyramids,  however,  changes 
of  different  type  are  presented  and  the  alterations  as  seen  in  such 
cells,  while  of  much  less  individual  prominence,  constitute  by  their 
wide  distribution  and  frequency  of  occurrence  an  essential  part 
of  the  histological  picture. 

As  distinguished  from  the  axonal  changes,  the  alterations  affect- 
ing the  cells  of  lesser  size  are  apparently  of  more  chronic  type, 
and,  as  differing  from  the  swollen  globular  cell  bodies  and  little 
altered  processes  of  the  larger  cells,  these  frequently  present  small 
shrunken  bodies  and  prominent  tortuous  prolongation  (Fig.  i). 

The  staining  reaction  of  the  entire  substance  of  such  cells  is 
either  increased  or  diminished  so  that  in  the  fields  they  appear  as 
diffusely  colored  pyramids  with  little  demarcation  between  nucleus 
and  cell  body,  or,  having  lost  their  affinity  for  the  stain,  as  faintly 
stained  elements  with  difficulty  distinguished  from  the  surround- 
ing ground  substance. 

On  close  examination  in  cells  of  the  latter  type  the  cytoplasm  is 
seen  to  have  assumed  a  lightly  stained  and  loosely  reticulated  ap- 
pearence  and  in  still  more  severely  affected  elements  this  has 
given  place  to  a  finely  granular  debris  surrounding  the  still  darkly 
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colored  nucleus  (Fig.  i).  Cells  presenting  a  shriveled,  shrunken 
appearance  with  vacuoles  in  the  protoplasm  are  also  not  infre- 
quently encountered. 

In  some  places,  occupying  the  upper  layers  of  the  cortex,  there 
are  found  occasional  small  fields  in  which  with  few  exceptions  all 
the  nerve  elements  show  varying  stages  of  similar  alterations. 

Pigment  deposits  in  these  cell  types,  as  shown  by  the  scharlach 
stain,  are  peculiarly  irregular  in  distribution. 

Many  cells,  immediately  adjoining  others  in  which  no  schar- 
lach reaction  is  visible,  are  filled  with  well-marked  accumulations 
of  small-sized  granules  or  are  occupied  by  large  dark  red  clumps 
of  similar  material  situated  beside  a  normally  staining  nucleus. 

A  point  not  without  importance  in  connection  with  the  altera- 
tions in  the  cells  of  the  outer  layers  is  their  distribution,  for  the 
occurrence  of  the  affected  small  and  medium-sized  pyramids  is 
not  limited  to  any  particular  brain  area.  By  comparison,  both  in 
intensity  of  the  alterations  themselves  and  number  of  cells  affected, 
no  differences  can  be  detected  between  areas  in  which  marked 
axonal  reactions  are  displayed  and  in  those  with  few  cells  of  suffi- 
cient size  for  its  demonstration ;  whereas,  in  no  area  showing 
axonal  changes  are  the  more  chronic  alterations  among  the  small 
cells  absent,  and  many  regions  are  encountered  in  which  the  latter 
type  of  change  is  the  only  one  presented. 

The  glia  reaction  by  which  the  ganglion  cell  alterations  are 
accompanied,  while  perhaps  not  quantitatively  remarkable,  is 
worthy  of  note.  Occasionally  about  comparatively  normal,  as  well 
as  altered,  ganglion  cells  a  moderate  increase  in  the  satellite  glia 
nuclei  is  noticeable  and  in  a  limited  number  of  instances  there  is 
some  tendency  to  replacement  about  certain  of  the  more  regressive 
small  and  medium-sized  pyramids. 

The  individual  glia  elements  concerned  in  this  appearance,  as 
well  as  in  a  similar  increase  noted  along  a  number  of  the  smaller 
vessels,  are  for  the  most  part  of  progressive  type ;  the  nuclei  are 
sharply  stained  and  contain  a  number  of  very  distinct  chromatin 
granules  somewhat  resembling  those  of  lymphocytes  in  distri- 
bution. 

As  shown  in  Nissl  preparations  the  amount  of  protoplasma  sur- 
rounding the  glia  nuclei  in  these  situations  is  small  and  does  not 
constitute  an  essential  feature  of  the  picture.    Nor,  as  shown  by 
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.the  Herxheimer  stain,  can  fatty  deposits  in  the  gHa  be  said  to  be 
a  finding  of  importance. 

The  most  notable  alteration  in  the  cellular  glia,  is  the  presence 
of  certain  peculiar  individual  elements ;  nuclei  of  altered  shape, 
oval  or  bean  shaped,  having  an  indentation  on  one  side,  or  even 
occasionally  presenting  a  spindle-shaped  outline.  The  latter  ele- 
ments, those  of  more  elongated  form,  in  addition  show,  at  the 
nuclear  poles,  the  faintest  suggestion  of  protoplasmic  prolonga- 
tions and  in  general  appearance  resemble,  to  some  degree,  the 
"  stabchenzellen  "  of  general  paralysis. 

That  in  this  instance  such  cells  are  true  glia  elements  is  clearly 
indicated  by  the  presence  of  many  transition  forms.  Elements  in 
various  stages  between  the  usual  type  of  round  glia  cell  and  the 
oval  or  spindle-shaped  nuclei  of  the  modified  cells. 

The  distribution  of  these  altered  glia  types  shows  no  relation  to 
the  presence  of  vessels  or  occurrence  of  axonal  reaction,  but  are 
seen  in  greatest  number  among  the  more  chronically  altered  small 
and  medium-sized  pyramids  of  the  outer  cortical  layers  where 
their  presence  is  doubtless  another  indication  of  the  same  chronic 
degenerative  process  displayed  among  the  nervous  elements. 

The  amount  and  distribution  of  fatty  pigments,  as  shown  by  the 
Marchi  and  Herxheimer  methods,  varies  somewhat  with  particular 
cortical  areas  examined. 

By  Marchi  is  shown  a  characteristic  and  rather  heavy-black 
dotting  of  the  white  substance  throughout  the  white  matter  of 
the  para-central  lobules  and  similarly,  but  to  a  notably  less  degree 
in  the   myelin  of  other  regions  as  well. 

With  the  scharlach  stain  the  distribution  rather  than  the  amount 
of  fatty  pigment  is  chiefly  noteworthy.  Among  the  larger  ele- 
ments and  those  showing  axonal  changes,  and  in  the  glia  as  well, 
many  elements,  perhaps  the  majority,  show  pigment  deposits  that 
are  notably  small  and  not  infrequently  are  such  deposits  even 
absent. 

The  most  notable  reaction  of  this  type  is  observed  in  the  smaller 
cells  of  the  outer  layers  and  even  as  seen  in  these  cells  the  intra- 
cellular distribution  of  the  fatty  pigment  is  not  such  that  of  itself 
causes  any  considerable  alteration  in  the  cell  form,  as  in  cells 
affected  with  senile  change,  but  rather  as  deposits  which  conform 
in  shape  to  that  of  the  altered  and  shrunken  cell  body  (Fig.  2). 
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Although  even  in  this  situation  the  number  of  cells  essentially 
altered  by  fatty  change  only  is  not  sufficient  to  warrant  the  assign- 
ment of  a  too  great  importance  to  this  change  alone  it  is  worthy 
of  note  that  while  no  relation  can  be  established  between  the  re- 
action in  the  smaller  cells  and  points  of  maximum  Marchi  reaction 
in  the  myelin,  the  distribution  of  the  chronically  shrunken  de- 
generated small  pyramids  of  Nissl  preparations  corresponds  ac- 
curately in  location  with  the  maximum  fat  deposits  demonstrated 
by  the  scharlach  stain. 

In  Bielchowsky  preparations  the  two  types  of  alteration  among 
the  ganglion  cells  shown  by  other  methods  is  even  more  plainly 
evident. 

Among  the  Betz  cells  and  larger  motor  pyramids  where  in  Nissl 
preparations  axonal  changes  are  demonstrated,  corresponding 
fibril  pictures  are  seen,  and  with  great  distinctness  is  shown  the 
abrupt  termination  of  the  fibrils  within  the  cell  and  their  com- 
plete disintegration  into  the  dust-like  particles  and  glassy  homo- 
geneous material  with  which  the  excentrically  displaced  nucleus  is 
surrounded.  The  unusual  severity  of  such  changes  in  the  large 
cells  is  apparent  from  the  large  number  of  cells  in  which  hardly  a 
trace  of  original  fibril  structure  is  retained  (Fig.  4). 

Of  equal  significance,  however,  is  the  second  type  of  alteration, 
which,  in  the  small  and  medium-sized  ganglion  cells  of  the  second 
and  third  layers  is  displayed  alike  in  motor  areas  and  general  cor- 
tex throughout.  As  seen  particularly  well  in  fibril  preparations, 
alterations  of  this  second  variety,  among  the  smaller  elements,  are 
subject  to  a  noticeable  gradation  of  severity,  which  seemingly 
corresponds  more  or  less  closely  to  the  size  of  the  elements 
affected,  and  in  certain  cells  of  larger  size  their  interpretation  can- 
not be  definitely  established. 

In  these  larger  cells  (the  medium-sized  pyramids  of  the  third 
layer)  the  fibrils  have  retained  a  fair  degree  of  usual  arrangement, 
and  in  the  processes  and  peripheral  areas  of  the  cell  body  are  re- 
latively intact  and  unaltered  save  that  they  are  somewhat  closely 
placed. 

In  the  centers  of  such  cells,  however,  about  the  nucleus,  with 
few  exceptions  well-preserved  fibrils  are  absent  and  the  nucleus  is 
surrounded  by  a  well-marked  light-colored  area  in  which  the  rem- 
nant of  normal  fibrillar  structure  is  represented  by  either  a  hardly 
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distinguishable  web-like  arrangement  of  complexly  interwoven 
delicate  broken  wavy  fibrils,  or  by  merely  a  collection  of  fine  dust- 
like particles  (Fig.  5). 

Whether  the  changes  in  such  cells  are  associated  in  origin  with 
axonal  alterations  or  whether  they  belong  to  other  changes  of 
more  chronic  nature  affecting  the  smaller  cells  cannot  be  decided. 
The  situation  of  the  broken  fibrils  in  the  center  of  the  cell  about 
the  nucleus  possibly  indicates  the  so-called  central  chromatolysis 
of  axonal  reaction,  while  on  the  other  hand  the  unaltered  central 
location  of  the  nucleus  and  the  resemblance  in  other  respects  which 
these  alterations  bear  to  those  of  sm.all  cell  type  suggests  the  pos- 
sibility of  their  being  the  milder  expression  of  a  similar  process 
affecting  chiefly  the  cells  of  smaller  size. 

The  changes  in  the  latter  elements,  whatever  doubt  may  be  justi- 
fied in  those  in  the  other  cells,  are  shown  by  fibril  methods  to  be 
such  as  are  readily  separable  from  those  of  other  type  present  and 
by  both  severity  and  frequency  they  constitute  a  part  of  the  picture 
equal  at  least  in  importance  to  the  more  conspicuous  axonal 
changes  among  the  larger  elements. 

So  wide  spread  in  distribution  and  so  frequent  in  occurrence  are 
the  pronounced  alterations  among  these  smaller  cells  that  technical 
errors  are  only  excluded  by  the  similarity  of  all  sections  prepared 
and  the  uniformity  with  which  the  changes  appear  in  the  special 
locations  mentioned. 

On  detailed  examination  a  fair  number  of  small  cells  are  found 
in  which  the  intracellular  fibril  arrangement  is  comparatively  but 
little  altered  and  the  cell  in  a  fair  state  of  preservation,  but  as  a 
rule  the  small  cells,  in  contrast  to  elements  of  larger  size,  appear 
as  ill  defined  "  cell  shadows,"  so  that  even  in  darker  colored 
preparations  many  are  distinguished  with  difficulty,  and  the 
occurrence  of  partially  normal  appearing  cells  among  whole  fields 
of  intensely  degenerated  elements  strikingly  emphasizes  the  altered 
appearance  of  those  affected. 

In  the  latter  the  usual  appearance  of  intracellular  fibril  arrange- 
ment throughout  the  cell  has  disappeared  and  is  replaced  by  pic- 
tures of  varying  grades  of  destruction.  In  some  the  fibrils  entering 
from  the  processes  appears  to  terminate  in  a  more  or  less  orderly 
net  work,  the  open  spaces  of  which  are  seen  as  small  refractile 
points  probably  representing  pigment  granules  (Fig.  6B). 
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Fig.  I. — NissL  Stain  (Leitz  Oil  Immersion  2  mm.,  Compensating  Ocular 
4,  Camera  Lucida).    Small  Cells  of  the  Outer  Cortical  Layer. 

The  two  darkly  stained  elements  on  the  right  show  shrinkage  and  undue 
prominence  of  the  processes.  In  the  upper  the  nucleus  is  obscured.  The 
cells  to  the  left  are  elements  in  the  end  stages  of  degeneration.  They  no 
longer  take  the  stain.  They  show  no  pigment  but  the  chromatin  of  the 
cytoplasm  has  broken  up  into  minute  particles  or  loose  reticulum. 
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PLATE   III. 


Fig.  2. — Herxheimer  Stain, 
Small  cells  of  the  second  cell  layer  showing  maximum  pigment  deposits. 
Compare  the  relative  amount  of  pigment  in  these  elements  with  that  in  the 
Betz  cells. 
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Fig.  3. — BiELCHOwsKY. 
Normal  Betz  cell  with  intracellular  fibrils  intact. 
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Fig.  4. 

Betz  cell  with  axonal  reaction  showing  breaking  up  of  fibrils  and  com- 
plete absence  of  even  fibrillary  fragments  in  the  homogeneous  zone  adjoin- 
ing the  nucleus. 
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Fig.  6. — Bielchowski. 

Chronically  degenerated  small  cells  of  the  second  layers  showing  various 
types  of  fibril  alteration.  In  A  and  B  the  usual  intracellular  fibril  struc- 
ture is  replaced  by  a  reticulum.  In  the  lower  element  the  meshes  are 
small  and  probably  enclose  pigment  granules.  The  cell  above  the  mesh 
work  is  coarse  and  the  apical  process  appears  as  if  broken  ofif.  C  shows 
the  prominent  vacuole  formation  with  even  greater  distinctness  than  in 
Nissl  preparations.  In  D  and  E  the  fibrils  are  in  the  end  stages  of  disin- 
tegration; no  unbroken  fibrils  remain.  In  D  there  remains  a  dark  but  in- 
distinct and  imperfect  reticulum  of  broken  short  swollen  filaments  which 
fill  the  cells.  In  E  even  this  has  disappeared  and  the  only  indication  of 
fibrils  remaining  is  the  almost  unstained  and  hardly  distinguishable  fila- 
ments which  lie  promiscuously  scattered  about  the  darkly  impregnated 
nucleus. 
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Fig.  7. — After  Jakob.    Nissl  Stain. 

Betz  cells  of  paracentral  lobule  showing  the  change  referred  to  by 
Jakob  as  "  Central  Chromatolysis."  The  similarity  of  this  change  to  the 
axonal  reaction  is  readily  seen. 
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In  Others  showing  no  indications  of  pigment,  an  appearance 
resembhng  a  coarse  open  lattice  with  large  spaces  is  assumed,  or 
a  greater  part  of  the  cell  body  may  be  occupied  by  large  multiple 
vacuoles  and  no  fibrils  visible  (Fig.  6  A,  C  and  D) . 

In  still  other  elements,  with  darkly  impregnated  nuclei,  a  differ- 
ent picture  of  degeneration  even  yet  more  marked  is  present. 
Cells  in  which  neither  straight  fibrils,  lattice  work  or  vacuoles  are 
seen,  but  in  which  the  fibrils  on  entering  are  immediately  broken 
up  into  short  filamentous  threads,  in  some  instances  dark  and 
irregularly  swollen,  in  others  thin  and  delicate,  but  always  poorly 
stained  and  which  without  definite  arrangement  lying  thickly 
scattered  throughout  the  cell  and  constituting  the  sole  remnants  of 
the  intracellular  fibril  structure  (Fig.  6  E). 

In  both  type  and  location  these  functionally  dead  cells  of  the 
fibril  preparations  correspond  definitely  to  the  same  process  less 
strikingly  demonstrated  in  Nissl  sections  and  definitely  indicate 
the  presence  of  a  severe  and  well-advanced  process  of  cellular 
decay  among  the  cells  of  small  and  medium  size  in  the  outer  layers 
of  the  cortex. 

Summary  and  Discussion  of  Histologic  Findings. 

Study  of  the  preparations  by  all  methods  employed  as  well  as 
the  gross  examination  shows  that  arterio-sclerosis,  general  paral- 
ysis, glia  scleroses  and  other  lesions  of  a  like  coarse  nature  are 
definitely  excluded,  and  that  likewise  changes  such  as  would  result 
from  an  organically  senile  state  do  not  enter  into  the  make-up  of 
the  histological  picture. 

Aside  from  the  detectable  engagement  of  the  veins  in  the  pia 
and  the  presence  of  occasional  minute  hemorrhage  in  the  same 
location  the  changes  are  confined  almost  wholly  to  the  parenchy- 
matous elements  of  the  cortex. 

The  character  of  the  changes  occurring  in  the  nerve  elements, 
for  descriptive  purposes  justifies  their  diversion  into  two  types. 
These  affect  the  Betz  cells  and  other  deeply  placed  larger  elements 
and  the  small  pyramids  of  the  outer  layers  respectively. 

In  the  alteration  in  the  larger  cells  all  the  characteristics  of  the 
axonal  reaction  are  displayed  and  are  accompanied  by  the  usual 
Marchi  degeneration  in  the  myelin  of  the  para  central  regions. 
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The  second  type  of  alteration  displayed  in  the  outer  layers 
throughout  the  cortex  among  the  smaller  cells  is  apparently  of 
different  nature  and  possibly  of  longer  duration  than  that  affecting 
the  larger  cells. 

It  is  characterized  by  a  more  chronic  form  of  degeneration  in 
which  the  affected  cells  by  a  process  of  shrinkage  and  decay  are 
reduced  to  distorted  vacuolated  elements  of  ones  showing  but  rem- 
nants of  granular  debris. 

One  point  of  importance  by  which  changes  of  the  latter  type  are 
distinguished  from  the  axonal  alterations  may  be  mentioned  the 
distribution  of  the  two  changes.  For  while  the  cells  showing  most 
characteristically  the  axonal  reaction  together  with  the  accompany- 
ing Marchi  degeneration  are  most  numerous  in  the  paracentral 
regions,  the  other  set  of  changes  shows  no  predilection  for  any  one 
region  and  occurs  with  equal  frequency  and  severity  in  the  outer 
layers  of  all  areas  alike. 

A  similar  condition  obtains  in  the  distribution  of  fatty  pigment 
among  the  cells  as  shown  by  the  Herxheimer  method,  for  there 
again  this  does  not  correspond  to  axonal  reaction  changes. 

In  cells  showing  the  latter,  fatty  deposits  are  as  a  rule  strikingly 
small,  and  while  even  among  the  smaller  outer  layers  this  altera- 
tion is  not  unduly  prominent,  still  it  is  among  these  elements  that 
the  maximum  fatty  deposits  occur. 

The  Bielchowski  method  emphasizes  more  clearly  than  any 
other  the  changes  in  the  small  cells  and  shows  plainly  the  differ- 
ences between  these  and  the  axonal  reaction.  As  in  Nissl  prepara- 
tions, but  here  more  strikingly  shown,  the  majority  of  the  small 
cells  are  essentially  altered  and  in  a  relatively  large  number  even 
complete  disintegration  of  the  intracellular  fibrils  into  coarse 
lattice  work,  granular  debris  or  disorderly  recticulum  is  distinctly 
evident. 

The  glia  reaction,  which  is  qualitative  rather  than  quantitative 
and  characterized  by  the  occurrence  of  certain  peculiar  cells  of 
irregular  oval  or  spindle-shaped  form,  is  shown  only  with  any 
degree  of  prominence  in  the  outer  cortical  zones  of  small  cells. 

To  summarize  in  brief  we  have  as  the  principal  characteristics 
of  the  histological  picture  the  presence  of  engorged  and  dilated 
veins  and  minute  hemorrhages  in  the  pia,  a  marked  axonal  reac- 
tion in  the  large  cells  of  the  paracentral  region ;  and  a  severe, 
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and  perhaps  chronic,  degenerative  alteration  in  the  smaller  cells  of 
the  second  and  third  layers  (accompanied  by  qualitative  glia  re- 
action) throughout  the  cortex. 

In  attempting  to  correlate  these  changes  with  those  hitherto 
demonstrated  in  connection  with  psychoses  of  circulatory  origin 
the  point  offering  the  greatest  difficulty  perhaps  is  the  interpreta- 
tion of  the  presence  of  the  axonal  reaction. 

It  must  be  noted  that  in  the  first  systematic  histologic  investi- 
gations of  the  histologic  alterations  present  in  psychoses  thought 
to  be  based  on  circulatory  disturbances,  Jakob  gives  prominence  to 
a  change  among  the  Betz  cells  referred  to  by  him  as  "  Central 
Chromatolysis."  From  both  descriptions  and  drawings  it  is  evi- 
dent that  this  change  is  identical  with  the  axonal  reaction  (Fig.  6). 

In  such  case  the  question  naturally  suggested  is  whether  in  his 
cases  Jakob  is  in  reality  dealing  with  a  condition  of  central  neu- 
ritis, or  whether  in  these  instances  the  axonal  reaction  forms 
merely  a  part  of  a  series  of  specific  changes  of  another  process. 
Or,  on  the  other  hand,  are  these  cases  instances  of  central  neuritis 
with  a  special  etiology? 

The  previously  reported  cases  of  central  neuritis  cannot  be  said 
to  show  records  of  heart  conditions  sufficiently  severe  or  character- 
istic to  justify  a  positive  conclusion  on  this  point,  but  since  even 
mechanical  circulatory  interferences  must  in  the  end  exert  their 
deleterious  influence  on  the  nervous  elements  through  chemical 
action,  a  supposition  that  the  changes  of  central  neuritis  may  in 
certain  instances  result  from  such  mechanical  action  does  not  con- 
flict with  the  previous  conception  of  its  toxic  origin. 

But  aside  from  the  change  in  the  large  cells  which  must  be  con- 
ceded to  be  at  least  of  central  neuritis  type,  are  those  present  in 
the  elements  of  smaller  size.  It  is  realized  that  the  changes  of 
central  neuritis  are  of  a  wide-spread  character  and  that  in  the  pres- 
ence of  changes  among  the  larger  elements  by  which  it  is  char- 
acterized, additional  changes  in  other  cells  must  be  interpreted 
with  caution.  But  here  again  we  must  recognize  the  fact  that 
such  changes  in  the  small  cells  in  the  present  instance  correspond 
to  those  in  the  cases  of  circulatory  psychoses  clinically  observed 
and  histologically  examined  by  Jakob  and  the  subject  again  re- 
verts to  the  original  question: 

Do  the  findings  in  this  and  other  similar  instances  indicate  a 
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central  neuritis  with  a  special  etiology  or  may  they  be  regarded  as 
indicating  some  other  special  process  to  which  at  some  point  of 
evolution  the  features  of  central  neuritis  are  added?  The  de- 
termination of  this  point  can  only  await  the  results  of  subsequent 
observations. 

Conclusions. 

1.  Previous  successful  attempts  to  further  differentiate  certain 
unsatisfactorily  classified  conditions  and  to  place  them  in  separate 
categories  indicates  that  if  a  sufficient  basis  of  fully  recorded  clini- 
cal facts  and  anatomical  findings  can  be  obtained,  further  efforts 
in  this  direction  are  justifiable. 

2.  The  achievements  most  desirable  in  this  direction  are  those 
in  which  a  chain  of  events  can  be  traced  between  definite  etiologi- 
cal factors,  clinical  features  and  anatomical  findings. 

3.  In  separating  from  an  indefinite  class  of  atypical  depressions 
and  undifferentiated  deliriums,  a  type  of  mental  disorder  etiologi- 
cally  related  to  definite  organic  heart  affections,  a  desirable  step 
in  the  further  necessary  elucidation  of  such  conditions  is  accom- 
plished. 

4.  The  principal  clinical  feature  of  such  "  cardiac  "  or  "  circula- 
tory "  psychoses  is  the  complex  of  anxious  depression  with  sudden 
onset  and  extremely  irregular  course  with  principally  nocturnal 
delirious  episodes,  vivid  reaction  to  hallucinations  and  early  fatal 
termination. 

5.  The  conditions  from  which  cardiac  psychoses  must  be  par- 
ticularly differentiated  are  toxic  exhaustive  delirium,  mixed  manic 
depressive  insanity  and  terminal  central  neuritis. 

6.  The  histologic  cortex  findings  in  the  present  case  are  such 
that  the  question  of  their  relation  to  central  neuritis  and  to  cardiac 
psychoses  on  one  hand,  and  the  possible  connection  between  car- 
diac lesions  and  changes  of  central  neuritis  on  the  other  must  be 
determined  by  further  observation. 


DEGENERATIONS  OF  INTRACELLULAR  NEUROFI- 
BRILS WITH  MILIARY  GLIOSIS  IN  PSYCHOSES 
OF  THE  SENILE  PERIOD. 

By  albert  M.  BARRETT,  M.  D. 
{From  the  State  Psychopathic  Hospital  at  the  University  of  Michigan.) 

In  the  brains  of  certain  cases  of  senile  insanity  there  are  not 
uncommonly  found,  scattered  in  greater  or  less  numbers  through 
the  cortex,  circumscribed  foci  of  tissue  alteration.  In  general, 
these  resemble  miliary  necrotic  areas,  which  subsequently  become 
encapsulated  by  neuroglia  fibres.  Their  appearance  differs  much 
according  to  the  method  of  preparation. 

The  occurrence  of  these  focal  areas,  or  "  placques,  "  was  first 
observed  by  Redlich  (i)  in  1898,  who  designated  the  condition 
as  miliary  sclerosis.  The  same  peculiar  structures  were  described 
by  Alzheimer  (2)  in  1907  as  occurring  in  some  peculiar  forms  of 
senile  dementia.  In  1906  Mijake  (3)  in  a  study  of  pathological 
changes  in  senile  brains  noted  the  occurrence  of  these  placques, 
even  in  cases  not  classed  as  insane.  Fischer  (4)  in  1907,  in  a 
study  of  the  brain  in  senile  dementia,  found  placques  not  infre- 
quently. He  described  the  condition  as  "  driisige  Nekrosen,*'  and 
regarded  the  placques  as  directly  related  to  pathological  altera- 
tions of  the  neurofibrils.  The  contribution  of  Bonfiglio  (5)  in 
1908  especially  concerned  the  relation  of  the  placques  to  degenera- 
tions of  the  intra-  and  peri-cellular  neurofibrils.  The  most  exten- 
sive study  of  the  whole  subject  is  the  recent  monograph  of 
Perusini  (6)  published  in  the  Nissl- Alzheimer  Arbeiten. 

We  have  recently  had  an  opportunity  to  study  the  clinical  and 
anatomical  conditions  present  in  eight  cases  presenting  these  in- 
teresting lesions  of  the  cortex.  In  this  material  it  has  been  possible 
to  corroborate  much  of  the  work  that  has  been  done  and  to  dem- 
onstrate certain  details  in  the  various  stages  which  the  placque 
seems  to  go  through  during  its  development,  particularly  regard- 
ing the  products  of  degeneration  and  the  glia  reactions. 
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Case  I. — E.  T.  Until  he  was  48  there  had  been  no  mental  disturbance. 
At  this  age  he  complained  of  not  feeling  well  and  consulted  a  physician. 
The  nature  of  this  trouble  is  not  known.  When  he  was  50  it  was  ob- 
served that  he  would  give  "  foolish "  and  incorrect  replies  during  con- 
versation. "  When  asked  to  do  something  he  would  not  know  how  to  go 
at  it "  Five  years  later  the  disturbance  had  become  more  marked.  He 
became  unable  to  write.  He  frequently  lost  things.  He  would  some- 
times ask  for  objects  which  lay  directly  before  him.  In  talking  he  often 
used  wrong  words,  and  after  he  was  (i"],  it  became  impossible  to  under- 
stand his  conversation.  At  68  he  became  a  patient  in  the  Michigan  Asylum 
at  Kalamazoo.  The  physical  examination  at  that  time  showed  marked 
arterio-sclerosis  and  irregular  heart  rhythm.  Neurologically  there  was 
slight  asymmetry  of  the  face;  Romberg  symptom;  staggering  gait;  the 
tongue  was  tremulous  and  deviated  toward  the  right;  the  pupillary  reac- 
tions were  sluggish;  the  knee  jerks  unequally  exaggerated  and  there  was 
slight  ankle  clonus  on  both  sides;  there  were  no  peripheral  abnormalities 
of  the  eyes,  except  arcus  senilis,  but  it  was  noted  that  he  appeared  as  if 
blind;  when  asked  to  name  objects,  he  always  felt  of  them.  There  were 
many  aphasic  symptoms.  He  had  difficulty  in  understanding  questions 
and  many  of  his  replies  were  unintelligible.  From  the  time  he  came  into 
the  hospital  he  was  noisy  and  restless.  He  was  fed  mechanically.  He 
developed  a  slight  febrile  temperature  with  a  slow  pulse.  He  became 
stuporous;  his  head  was  much  retracted  and  8  days  after  his  admission, 
died  in  coma. 

Pathological  Diagnosis. — Mitral  stenosis;  chronic  fibrous  endocarditis; 
fatty  myocarditis;  chronic  tubercular  broncho-pneumonia;  diffuse  and 
focal  cerebral  atrophies. 

The  brain  weighed  1165  grams.  The  basal  trunks  and  their  branches 
were  free  from  sclerosis.  The  convolutions  of  the  hemispheres  showed 
atrophies  in  all  regions,  in  varying  degrees.  The  atrophies  were  most 
marked  in  both  occipital  regions,  the  left  more  than  the  right.  These 
convolutions  were  narrow,  their  surfaces  uneven  and  their  separating 
sulci  much  widened.  Section  of  the  brain  after  hardening  in  formaline 
showed  that  the  left  hemisphere  was  shorter  than  the  right.  The  atro- 
phies of  the  convolutions  were  extreme,  and  the  white  center  of  both 
occipital  regions  was  much  reduced.  There  were  no  gross  evidences  of 
arterio-sclerosis. 

Microscopically  there  was  found  extreme  atrophy  of  the  nervous  ele- 
ments of  the  cortex  and  multitudes  of  placques  scattered  through  all 
regions  of  the  cortex,  but  most  marked  in  the  region  of  the  angular  gyri 
and  adjacent  occipital  convolutions.  The  majority  of  the  placques  repre- 
S;,nted  what  we  have  regarded  as  old  stages,  viz.,  having  become  encap- 
sulate! with  neuroglia  fibres. 

Case  II. — S.  C.  A  man  who  was  always  of  inferior  physique,  quick- 
tempered and  irritable.  When  he  was  73  he  talked  in  a  rambling  manner 
and  made  threats.   He  would  wander  away  from  home  and  not  be  able  to 
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return  without  aid.  When  he  was  'jd  he  became  a  patient  in  the  Eastern 
Michigan  Asylum  at  Pontiac.  Physically,  there  was  arcus  senilis.  The 
superficial  arteries  were  sclerotic  and  there  was  an  aortic  murmur.  He 
was  unsteady  on  his  feet  and  his  gait  was  described  "  like  that  of  a  senile." 
There  were  tremors  of  the  face  as  he  talked.  There  were  no  disturbances 
of  the  reflexes.  He  was  disoriented  and  seemed  to  have  no  memory  for 
remote  or  recent  events.  He  showed  a  marked  aphasia  and  apraxia.  He 
could  not  execute  commands,  although  he  seemed  to  understand  the 
question.  It  was  seldom  that  he  could  name  objects  placed  before  him, 
and  he  was  unable  to  pick  out  those  asked  for.  On  February  23,  1909, 
he  had  a  slight  seizure  and  passed  into  a  comatose  state,  which  continued 
until   his   death,  9   days   later. 

Pathological  Diagnosis. — General  arterio-sclerosis ;  cardiac  hypertrophy; 
cerebral  haemorrhage. 

The  brain  weighed  1186  grams.  There  were  severe  arterio-sclerotic 
changes  in  the  basal  trunks  and  their  branches.  There  were  extreme 
atrophies  of  the  convolutions  in  the  region  of  the  left  supra-marginal  and 
angular  gyri.  Their  size  was  reduced  to  almost  thin  laminae.  Elsewhere 
the  convolutions  showed  slight  atrophies,  but  nothing  as  severe  as  that  of 
the  left  occipito-temporal  region.  Sectioning  the  brain  showed  a  large  re- 
cent haemorrhage  in  the  region  of  the  right  optic  thalamus  and  the  adjacent 
central  white  areas. 

Microscopically  there  were  great  numbers  of  placques  scattered  through 
the  cortex,  with  atrophies  of  the  nervous  elements  and  intra-cellular 
neurofibril  degenerations.  These  changes  were  most  marked  in  the  regions 
showing  in  the  gross  the  most  prominent  atrophies.  The  placques  were 
chiefly  at  a  stage  in  which  an  active  glia  fibre  proliferation  was  present 
around  them. 

Case  IH. — A,  B.  The  history  of  this  man  was  unknown  until  he  was  67 
years  old.  Previous  to  his  admission  to  the  Michigan  Asylum  at  Kala- 
mazoo, he  had  been  an  inmate  of  a  charitable  home.  There  his  memory 
became  so  defective  that  he  could  not  be  cared  for  and  he  was  sent  to 
the  asylum,  in  February,  1908.  Physically  he  showed  a  senile  appearance, 
arterio-sclerosis  and  a  roughened  mitral  sound.  There  was  a  general 
tremor  of  the  body;  Romberg  symptom;  his  right  leg  was  spastic;  the 
knee  jerks  exaggerated  and  there  was  bilateral  ankle  clonus;  the  pupils 
were  irregular,  but  reacted  to  light.  He  became  bed-ridden.  He  took 
no  interest  in  what  was  going  on  around  him,  and  was  completely  dis- 
oriented and  had  no  memory  for  remote  or  recent  happenings.  At  times 
he  betrayed  expansive  delusions  and  generally  his  mood  was  euphoric.  On 
March  30,  1908,  he  had  several  epileptiform  convolutions,  followed  by 
transitory  paralysis.  His  speech  became  difficult  to  understand.  In  Jan- 
uary, 1909,  he  had  several  more  seizures  and  became  unable  to  use  his 
left  side.  These  seizures  continued  at  intervals  until  his  death  in 
May,  1909. 

Pathological  Diagnosis. — Chronic  fibrous  endocarditis;  general  arterio- 
sclerosis; broncho-pneumonia. 
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The  brain  weighed  1355  grams.  The  pia  showed  a  fibrous  leptomenin- 
gitis. There  was  no  marked  arterio-sclerosis  of  the  basal  trunks.  The 
convolutions  were  markedly  atrophic,  particularly  in  the  frontal  regions 
and  the  left  superior-parietal  convolution.  The  surfaces  of  the  convolu- 
tions in  this  latter  region  were  uneven  and  the  consistency  much  increased. 

Microscopically  there  were  marked  atrophies  of  the  nervous  elements  of 
the  cortex,  extreme  fatty  degeneration  of  the  nerve  cells  and  fatty  pigmen- 
tation of  the  neuroglia.  Placques  were  numerous  in  all  regions  of  the 
cortex.  The  placques  showed  large  amounts  of  fat  reacting  granules, 
mostly  included  in  glia  cells,  but  much  is  apparently  free  in  the  placque. 
There  was  little  glia  fibre  proliferation  around  the  majority  of  these 
placques. 

Case  IV. — I.  H.  A  man  who,  at  about  Jz^  suffered  from  gastric  dis- 
turbance, which  greatly  reduced  his  physical  health.  At  about  'j'^  his 
conduct  became  different,  he  complained  much,  expressed  many  hypo- 
chondriacal ideas,  became  excessively  talkative,  spoke  of  impossible  con- 
ditions of  his  body  organs ;  he  believed  he  was  not  being  treated  properly ; 
that  no  one  cared  for  him.  There  was  excessive  irritability  and  he  became 
violent  if  opposed.  At  his  admission  to  the  State  Psychopathic  Hospital 
on  August  13,  1909,  he  was  78  years  of  age.  Physically  he  was  of  pro- 
nounced senile  appearance.  The  heart  was  slightly  enlarged  to  the  left  and 
there  was  a  faint  systolic  murmur.  There  was  a  high  degree  of  peripheral 
arterio  sclerosis.  The  pupils  were  unequal,  and  reacted  sluggishly  to  light. 
There  was  some  error  in  sensibility  tests.  The  tendon  reflexes  were  ex- 
aggerated. His  gait  was  feeble  and  his  station  unsteady.  He  was  very 
restless,  especially  at  night.  As  he  lay  in  bed  he  was  in  constant  motion, 
picking  at  his  bed  or  moving  his  limbs  restlessly.  His  attention  could  not 
be  held.  Place  and  person  orientation  was  fair,  but  he  had  no  idea  of  the 
season  or  time.  His  memory  was  bad,  both  for  past  events  and  recent 
happenings.  His  spontaneous  speech  was  rambling  and  disconnected. 
There  continued  marked  restlessness  and  irritability.  At  night  he  slept  but 
little.  He  complained  much  of  gastric  distress  and  there  were  clinical 
evidences  of  gastric  ulcer.  He  had  changing  delusions,  spoke  of  embalm- 
ing fluid  being  put  in  his  bed,  and  that  it  got  into  his  head  and  made  him 
dizzy.  At  other  times  he  complained  of  being  troubled  by  electricity.  He 
continued  to  fail  physically  and  took  his  nourishment  poorly.  The  com- 
plaints of  dizziness  became  more  marked  and  he  became  bed-ridden.  His 
memory  disturbance  increased  and  he  became  unable  to  find  his  way  about 
the  ward,  often  getting  into  the  wrong  bed.  On  September  21st  he  had  a 
gastric  haemorrhage  and  passed  blood  from  the  bowels.  He  became  coma- 
tose and  died  on  the  day  following. 

Pathological  Diagnosis. — General  arterio-sclerosis;  ulcer  of  the  duode- 
num with  recent  haemorrhage. 

The  brain  weighed  1345  grams.  There  was  slight  arterio-sclerosis  of  the 
basal  trunks.  The  convolutions  were  perhaps  a  little  less  closely  approxi- 
mated than  usual  but  there  were  no  extreme  atrophies. 
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Microscopically  there  were  present  numerous  placques  scattered  through 
the  cortex.  These  were  less  numerous  than  in  any  of  the  preceding  cases. 
There  was  no  marked  glia  fibre  proliferation  around  them  and  the  majority 
seemed  to  represent  early  stages  in  their  formation.  The  nervous  elements 
did  not  show  marked  atrophy,  but  the  nerve  cells  all  showed  an  excessive 
degree  of  fatty  pigmentation  so  extreme  as  to  amount  to  a  fatty  degenera- 
tion. There  were  no  pathological  findings  in  the  intra-cellular  neurofibrils 
in  this  case. 

Case  V. — E.  A.  A  man  who,  until  he  was  76,  had  shown  no  mental  dis- 
turbance. At  this  age  his  memory  became  so  bad  that  it  was  said,  "he 
could  not  remember  anything ;  he  would  not  know  how  to  get  to  the  barn." 
At  nights  he  was  restless  and  would  go  to  bed  with  his  boots  on.  On  the 
streets  he  would  become  confused  and  could  not  find  his  way  about.  He 
was  apprehensive  and  suspicious  of  the  actions  of  those  about  him.  At  all 
times  he  was  irritable  in  his  moods.  At  78  he  became  a  patient  in  the 
Michigan  Asylum  at  Kalamazoo.  Physically  he  showed  the  appearance  of 
senility.  His  pulse  beat  was  slow  and  irregular.  Neurologically  he  had  an 
unsteady  gait  and  the  knee  jerks  were  much  decreased.  Mentally  he 
showed  extremely  defective  memory  both  for  his  former  and  recent  ex- 
periences. His  disorientation  was  complete.  In  his  actions  he  was  con- 
fused, he  could  not  find  his  way  around  the  ward.  For  a  short  period  he 
became  more  clear  in  his  comprehension  and  then  again  became  as  before. 
Eighteen  months  after  his  admission  he  had  become  bed-ridden.  Con- 
tractures were  present  in  both  legs.  There  was  present  a  general  arterio- 
sclerosis and  death  occurred  when  he  was  78. 

Pathological  Diagnosis. — General  arterio-sclerosis ;  chronic  fibrous  endo- 
carditis ;  broncho-pneumonia ;  chronic  diffuse  nephritis ;  cystitis. 

The  brain  weighed  1330  grams.  There  was  a  chronic  fibrous  leptomen- 
ingitis, severe  sclerosis  of  the  basal  trunks  and  their  branches,  marked 
diffuse  and  focal  atrophies  of  the  convolutions. 

Microscopically  there  were  severe  degenerative  changes  in  the  nerve  cells, 
proliferation  of  neuroglia  cells  and  fibres.  Numerous  placques  were  scat- 
tered through  the  cortex  in  all  regions. 

Case  VI. — C.  A.  A  man  who,  at  67,  became  suspicious  of  the  actions  of 
those  around  him.  His  actions  were  as  if  he  were  confused;  he  would 
wander  away  and  become  lost.  His  memory  was  poor.  He  became  a 
patient  in  the  Northern  Michigan  Asylum  at  Traverse  City.  There  he 
showed  a  senile  appearance.  He  was  talkative,  euphoric  and  his  attitude 
was  that  of  a  mild  hypomania;  after  a  few  months  he  had  become  less 
restless  and  was  taken  home.  At  78  he  again  became  hypomanic,  con- 
tinuing thus  for  6  weeks  when  he  became  quieter.  At  79  there  was  another 
period  similar  to  the  last,  this  subsided  after  4  months  but  he  then  became 
stuporous  and  later  comatose  with  Cheyne-Stoke's  respiration,  and  febrile 
temperature  and  died  a  few  days  later. 

The  brain  only  was  examined.  There  was  present  a  large  hsematoma  of 
the  dura  mater,  into  the  cyst  of  which  there  had  been  a  recent  haemorrhage. 
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The  left  hemisphere  was  greatly  compressed.  Apart  from  this  the  con- 
volutions on  both  hemispheres  showed  considerable  atrophy.  The  basal 
trunks  were  severely  sclerotic. 

Microscopically  placques  were  found  in  all  regions  of  the  cortex  ex- 
amined. In  most  regions  there  was  extreme  atrophy  and  disappearance 
of  the  nervous  elements,  particularly  in  the  upper  strata.  In  some  sec- 
tions this  was  to  such  a  degree  that  only  neuroglia  and  blood  vessels  re- 
mained. Placques  were  more  numerous  in  the  areas  of  extreme  atrophy 
than  elsewhere  and  in  these  localities  all  showed  encapsulation  by  glia 
fibres.  In  the  appearance  of  the  placques  and  the  degree  of  atrophy  pres- 
ent this  case  closely  resembled  the  first  case  in  our  series. 

Case  VII. — A.  R.  A  man  who,  at  about  75,  became  mentally  disturbed. 
At  the  age  of  80  he  was  a  patient  in  an  asylum.  The  defective  records 
state  that  he  showed  the  "  symptoms  of  senile  dementia."  He  had  several 
seizures  without  paralysis  and  died  suddenly  from  heart  failure  with  hydro- 
pericardium. 

Pathological  Diagnosis. — General  arterio-sclerosis ;  hydrothorax  and 
hydropericardium ;  chronic  endocarditis;  chronic  diffuse  nephritis. 

The  brain  was  not  weighed  but  was  noted  as  being  small.  After  harden- 
ing in  formaline,  there  was  found  chronic  fibrous  leptomeningitis,  sclerosis 
of  the  basal  trunks  and  their  branches.  The  convolutions  were  atrophic  and 
on  sectioning  there  was  found  much  atrophy  of  the  central  white  substance 
and  widened  lateral  ventricles. 

Microscopically  there  was  found  severe  atrophy  of  the  nervous  elements, 
and  placques  were  numerous  in  all  regions  of  the  cortex  examined. 

Case  VIII. — The  clinical  records  in  this  case  are  unfortunately  defective. 
The  man  was  90  years  old  at  the  time  of  his  death  and  for  5  years  pre- 
viously he  had  been  a  patient  in  an  asylum.  It  is  stated  in  the  notes  that 
he  was  a  case  of  senile  dementia.  He  was  dull  in  comprehension;  dis- 
oriented and  his  memory  for  recent  impressions  seemed  to  be  completely 
lost. 

The  chief  pathological  findings  were :  General  arterio-sclerosis ;  chronic 
fibrous  endocarditis  and  cardiac  dilatation. 

The  brain  weighed  980  grams.  The  basal  vessels  were  severely  sclerotic. 
The  convolutions  showed  extreme  atrophy.  The  central  white  substance 
was  much  reduced  in  volume  and  the  lateral  ventricles  widened. 

Microscopically  numerous  placques  were  found  in  all  regions  examined. 

The  placques  which  were  present  in  all  of  the  foregoing  cases 
were  brought  out  most  contrastingly  by  the  Bielschowsky  neuro- 
fibril impregnation  methods,  and  by  this  method  the  best  idea  of 
their  number  and  distribution  can  be  obtained  (Fig.  i).  They 
were  found  in  our  material  in  sections  from  a  variety  of  regions 
and  in  one  case  in  the  optic  thalamus.  They  apparently  do  not 
occur  except  rarely  in  the  white  substance.    In  a  few  of  our  sec- 
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tions  there  were  placques  placed  in  the  central  marrow  of  a  con- 
volution, but  even  in  these  instances  they  lay  in  those  parts  near- 
est the  lowest  nerve  cell  strata  and  in  localities  in  which  a  few 
scattered  nerve  cells  occurred.  They  lie  in  all  levels  of  the  gray 
substance  of  the  cortex,  but  are  usually  more  abundant  in  the 
upper  nerve  cell  strata.  Not  infrequently  they  occur  in  the  first 
stratum  and  sometimes  even  touch  the  free  margin  of  the  cortex. 
In  size  they  vary  greatly,  the  smallest  measured  from  10-20  micra 
and  not  uncommonly  the  larger  exceeded  100  micra  in  diameter. 
In  general  it  seems  that  the  younger  stages  of  the  placque  have 
the  more  extended  areas.  In  the  older  stages  the  tendency  of  the 
placque  substance  is  to  shrink  during  its  encapsulation. 

In  the  considerable  variety  of  our  material  it  seemed  possible 
to  distinguish  different  stages  in  the  formation  of  the  placques. 
That  some  are  early  stages  is  evident  from  the  fact  of  their  oc- 
currence without  any  surrounding  progressive  neuroglia  reaction 
and  that  there  are  present  in  the  focal  area  disintegrating  elements 
which  still  are  to  be  identified  as  nerve  cells.  Both  early  and  late 
stages  may  occur  in  the  same  brain  and  sometimes  even  in  the 
same  section.  In  some  instances  when  the  earliest  stages  pre- 
ceding the  neuroglia  changes  were  present  and  in  others  the 
greater  number  of  the  placques  were  encapsulated.  Such  were 
cases  I  and  VI. 

These  early  stages  show  as  focal  areas  of  necrosis  of  the  tissue 
elements  in  which  is  accumulated  a  peculiar,  finely  granular  or 
homogeneous  substance.  In  the  beginning  this  seems  rather 
loosely  spread  through  the  area.  Its  peculiar  staining  qualities  are 
well  brought  out  in  material  fixed  in  Fleming's  solution  and 
stained  by  the  acid-fuchsin  light-green  method  of  Alzheimer. 
By  this  method  the  substance  takes  a  greenish  tinge  and  occurs 
as  fine  granules  or  small  homogeneous  bodies  of  varying  sizes 
(Fig.  3). 

In  some  places  extensions  of  this  substance  pass  out  from  the 
otherwise  rather  even  border  of  the  placque.  Somewhat  later 
the  area  takes  on  the  appearance  of  a  miliary  necrosis.  The  struc- 
ture of  the  focus  becomes  less  compact  and  one  finds  various  forms 
which  seem  to  be  altered  nervous  and  neuroglia  elements.  Such 
are  fragments  of  axis  cylinders  and  round  and  oval  bodies  which 
apparently  are  of  cell  structures,  pathologically  altered.    In  frozen 
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preparations  stained  by  Herxheimer's  method,  there  are  demon- 
strated numerous  fat  reacting  particles.  Many  of  these  are  in- 
cluded in  amoeboid  types  of  glia  cells  which  he  in  varying  numbers 
in  the  area,  others  apparently  lie  scattered  free  through  the  area. 
At  this  period  the  glia  cells  are  plump  and  packed  full  of  fat 
granules,  the  cells  evidently  being  concerned  in  an  active  phagocy- 
tosis of  fatty  products  of  degeneration.  In  later  stages,  as  glia 
fibre  proliferation  occurs  in  and  around  the  plaque,  the  fatty  pro- 
ducts become  progressively  less  and  the  glia  cells  become  shrunken 
and  their  inclusions  changed  in  form  and  intensity  of  staining, 
but  they  continue  to  react  to  stains  for  fat. 

Apart  from  the  fat  products  in  the  plaque  there  are  several 
other  products  differing  in  their  chemical  qualities.  The  greenish 
substance  which  is  present  in  the  Fleming  preparations  does  not 
give  the  reaction  of  fat.  Probably  many  of  the  particles  staining 
by  the  acid-fuchsin  do  bear  some  relation  to  the  products  giving 
fat  reactions  by  other  staining  methods.  Preparations  by  the 
Bielschowsky  methods  of  these  stages  show  a  circumscribed  area 
in  which  are  deposited  black  particles.  Some  of  these  have  the 
forms  of  fibrils,  others  are  shapeless.  Some  of  the  fibres  show 
swellings  and  peculiar  forms,  such  as  those  which  Fischer  has  so 
well  pictured  and  which  he  describes  as  altered  neurofibrils  or 
axis  cylinder  processes.  That  these  do  occur  in  such  areas  can  be 
seen  in  preparations  stained  by  other  methods,  but  it  is  not  easy 
to  distinguish  which  of  those  forms  are  nervous  elements  or  which 
glia  fibres.  In  the  succeeding  changes  which  take  place  in  the 
area,  the  greenish  substance  of  the  Fleming  acid-fuchsin  light- 
green  method  apparently  coalesces  into  a  homogeneous  mass 
spreading  through  the  placque.  The  reddish  staining  substances 
disappear  until  finally  all  that  may  be  demonstrated  is  a  homo- 
geneous mass  of  an  uneven  outline,  with  apparently  striated  sur- 
face and  a  jagged  margin.  This  mass  takes  a  deeper  green  color 
than  the  more  diffusely  distributed  particles  of  the  earlier  stages. 
A  Bielschowsky  preparation  shows  this  as  a  solid  black  mass 
lying  in  the  center  of  the  placque. 

In  other  placques  the  greenish  homogeneous  substance  seems  to 
remain  spread  through  the  area,  often  split  into  parts  by  narrow 
fissures  in  which  run  neuroglia  fibres.  In  the  area  also  occur  the 
shrunken  amoeboid  glia  cells  with  their  fat  inclusions. 
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There  has  from  the  early  stages  been  a  progressive  develop- 
ment of  glia  fibres  from  cells  bordering  the  area  until  ultimately 
the  placque  is  closely  meshed  in  a  fibre  capsule  (Figs.  2  and  4). 
Usually  rod  cells  are  present  around  the  placque  and  elsewhere  in 
the  section.  The  glia  fibres  spring  from  large  progressive  types 
of  glia  cells  of  the  usual  form  concerned  in  the  production  of  glia 
fibres. 

The  relation  of  these  various  stages  to  the  several  clinical 
cases  was  interesting.  In  the  cases  of  longest  duration  the  placques 
well  encapsulated  by  glia  fibres  were  more  abundant,  such  were 
cases  I  and  VI.  In  the  cases  with  milder  course  the  earlier  forms 
predominated.  As  previously  mentioned,  however,  in  no  case  did 
the  process  proceed  uniformly.  Where  old  forms  were  found, 
younger  ones  were  also  present  and  it  was  often  possible  in  the 
same  section  to  find  various  stages  in  their  development,  the  pro- 
cess being  a  progressive  one.  In  all  cases  there  are  present  severe 
alterations  of  the  nerve  cells,  as  well  as  a  marked  increase  in  the 
number  of  progressive  forms  of  glia  cells.  In  all  cases,  except 
case  IV,  these  changes  were  of  a  severe  type,  apparently  leading 
to  ultimate  destruction  of  the  cell.  In  the  cases  in  which  nerve 
cell  changes  were  not  marked  the  placques  were  most  abundant. 
In  most  cases  there  was  an  extensive  loss  of  nerve  cells,  chiefly  in 
the  upper  strata.  All  cases  showed  an  extensive  fatty  degenera- 
tion of  the  nerve  cells,  in  some  cases  severe  enough  to  be  considered 
a  fatty  degeneration.  Many  nerve  cells  in  cases  III  and  IV  were 
entirely  filled  with  fat  granules. 

The  most  interesting  cellular  changes  are  those  which  concern 
the  neurofibrils.  Of  six  cases  in  which  satisfactory  staining  was 
obtained,  five  showed  the  peculiar  alterations  of  the  neurofibrils 
described  by  Alzheimer,  Bonfiglio,  Fischer  and  Perusini.  Cells 
showing  these  changes  are  scattered  through  a  section  or  in  many 
instances,  the  cells  of  certain  areas  are  more  affected  than  those 
elsewhere.  Like  the  placques  they  are  more  abundant  in  the  upper 
strata. 

Such  altered  cells  present  a  great  variety  of  pictures.  The  in- 
tra-cellular  neurofibrils  appear  coarser  than  in  healthy  cells,  as  if 
they  were  fused  together  (Fig.  5).  They  become  looser  in  their 
intra-cellular  relations ;  form  into  loops,  whorls  and  tangled  masses 
of  fibrils.    In  some  cells  part  of  the  fibres  may  be  normal  in  ap- 
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pearance  while  others  are  pathologically  altered.  In  the  process  of 
degeneration  the  cell-body  and  nucleus  disappear,  the  cell  finally 
being  represented  by  a  loose  structure  of  tangled  fibrils.  In  many 
instances  the  peri-cellular  network  appeared  changed  and  was 
demonstrable  in  an  unusual  degree  of  distinctness. 

In  sections  from  these  cases  stained  by  Nissl  method,  or  the  acid- 
fuchsin  light-green,  there  are  many  severely  altered  cells  which 
show  peculiar  striations,  as  if  the  neurofibrils  were  stained.  In 
preparations  from  case  III,  there  were  peculiar  staining  reactions 
of  many  of  the  cells  of  the  second  strata.  Such  cells  were  greatly 
shrunken  and  stained  wholly,  or  in  part,  deeply  with  the  acid- 
fuchsin.  Elsewhere  even  pathologically  altered  cells  took  a  green- 
ish stain. 

In  one  case,  No.  IV,  it  was  not  possible  to  find  these  peculiar 
neurofibril  degenerations,  although  placques  were  abundant,  there 
being  in  one  section  as  many  as  70.  The  nerve  cells  in  this  case 
showed  an  unusual  degree  of  fatty  pigmentation.  Clinically  this 
case  was  of  shorter  duration,  the  man  dying  from  haemorrhage 
from  an  intestinal  ulcer.  The  placques  which  were  present  were 
of  the  early  type.  The  greatest  number  of  intra-cellular  neuro- 
fibril degenerations  occurred  in  those  cases  showing  the  older 
stages  of  the  placque;  such  were  cases  I  and  VI. 

The  association  of  placques  and  neurofibril  degeneration  of  the 
nerve  cells  has  suggested  an  intimate  relationship  and  the  prob- 
lem is  presented  as  to  whether  the  cell  disintegrating  with  neuro- 
fibril changes  forms  the  basis  on  which  the  placque  develops.  In 
our  own  studies  it  has  been  impossible  to  show  that  such  is  the 
case.  Rarely  is  it  possible  to  find  a  cell  with  neurofibril  degen- 
erations in  a  placque.  This  occurs  not  more  frequently  than  acci- 
dent would  cause.  The  last  stages  of  a  cell  disintegrating  by 
fibril  degenerations  never  showed  the  evidences  of  the  beginning 
of  a  placque.  The  placques  occur  more  frequently  in  the  first 
layer  of  the  cortex  than  would  be  likely  if  they  formed  only 
about  a  disintegrating  nerve  cell. 

There  is  another  point  which  bears  against  the  development  of 
a  placque  directly  from  the  fragments  of  a  degenerating  cell.  We 
are  familiar  with  the  reaction  changes  in  the  neuroglia  in  con- 
nection with  a  variety  of  nerve-cell  alterations  and  some  of  these 
even  leading  to  complete  disappearance  of  the  cell.    Such  are  the 
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degenerations  occurring  in  toxic  conditions,  in  general  paralysis 
and  in  the  pathological  conditions  associated  with  some  organic 
psychoses.  In  all  such  the  rule  seems  to  be  that  there  occur  pro- 
gressive changes  in  the  neuroglia  cells,  some  of  which  have  scav- 
enger functions,  others  form  fibres.  The  distribution  of  the  fibres 
is  dififuse,  rather  than  an  encapsulating  of  the  degenerating  cell. 
A  focal  encapsulating  reaction  seems  to  occur  only  in  the  case  of 
the  presence  of  a  foreign  body,  or  around  a  focus  in  which  there 
is  a  destruction  of  tissue,  as  about  a  tubercle,  a  softening  or  some 
tumors.  The  glia  reactions  which  occur  around  a  placque  occur 
in  this  latter  way,  the  placque  being  treated  as  a  foreign  body  or 
a  miliary  necrotic  area,  and  are  not  of  the  type  which  would  occur 
following  a  disintegration  of  a  nerve  cell  alone. 

There  are  undoubtedly  pathologically  altered  neurofibrils  in  the 
placques.  Such  can  be  demonstrated  by  both  the  Bielschowsky 
method  and  in  stained  preparations.  Such  fibrils  in  Bielschow- 
sky preparations  often  show  swellings  of  their  free  ends  or  give 
abnormal  staining  reactions  in  other  preparations. 

In  and  about  some  placques  there  are  present  peculiar  staining 
shapes  which  seem  to  be  pathologically  changed  cellular  elements. 
Some  seem  to  show  the  outlines  of  nerve  cells,  others  are  of  the 
size  and  form  of  glia  nuclei.  In  many  other  placques  these  are 
not  present,  at  least  in  what  seems  to  be  the  earliest  stages.  The 
change  which  seems  to  have  taken  place  in  these  elements  may  be 
a  part  of  the  necrosis  or  disintegration  which  apparently  takes 
place  in  and  about  the  placque  during  its  development.  Such  a 
necrosis  would  interrupt  the  continuity  of  the  fibrils  passing 
through  the  placque.  The  abnormal  staining  qualities  of  neuro- 
fibrils in  the  placque  would  be  explained  by  the  necrosis  while  the 
changes  in  the  free  ends  of  fibrils  projecting  into  the  placque  are 
quite  like  those  which  one  finds  occurring  in  and  about  tumors, 
destroying  nervous  tissue. 

In  most  of  the  cases  studied  there  was  a  considerable  lessening 
of  the  number  of  nerve  cells.  The  extent  of  this  varied  in  differ- 
ent regions  and  was  most  marked  in  those  cases  in  which  the  in- 
tra-cellular  neurofibril  degenerations  were  most  abundant,  and 
particularly  in  those  regions  in  which  the  placques  had  become 
encapsulated.  There  was  in  all  cases  a  marked  increase  in  the 
number  of  fibre  forming  glia  cells,  this  occurred  in  both  gray  and 
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white  portions  of  the  convolutions.  These  cells  were  most  abund- 
ant where  glia  fibre  proliferation  had  occurred  around  the 
placques.  In  the  placque  there  was  no  staining  of  the  myelin  of  the 
fibres.  Elsewhere  it  was  not  easy  to  demonstrate  any  extensive 
massing  of  fibre  degenerations. 

The  blood  vessels  in  most  cases  showed  arterio-sclerotic  changes 
to  a  greater  or  less  degree.  In  one  case  the  sclerosis  was  extreme 
and  the  cortex  showed  numbers  of  areas  of  wedge-shaped  devas- 
tation and  focal  proliferation  of  neuroglia  fibres. 

It  was  not  possible  to  bring  the  placques  into  relation  with 
blood  vessel  alterations.  While  an  occasional  placque  would  be 
found  adjacent  to  a  blood  vessel,  the  greater  number  had  no  such 
relation.  There  were  some  cases  which  showed  no  arterio-scle- 
rosis  and  yet  there  were  numerous  placques. 

In  most  instances  there  were  extensive  accumulations  of  fatty 
substances  in  the  vessel  walls.  The  amount  of  this  seemed  di- 
rectly proportioned  to  the  degree  of  fatty  changes  in  the  nerve 
cells  and  glia.  The  fatty  granules  were  of  varying  size.  While 
in  most  instances  they  were  included  in  the  cells  of  the  vessel  walls  ; 
in  others,  particularly  where  the  fatty  degeneration  was  most 
marked  among  the  nerve  cells,  the  granules  apparently  lay  spread 
free  through  the  vessel  lymph  space. 

In  spite  of  the  considerable  work  done  by  others  and  our  own 
studies  the  primary  cause  of  the  placque  remains  unclear.  The 
beginning  of  a  placque  seems  to  be  a  deposit  of  a  peculiar  sub- 
stance in  the  fine-cortical  mesh  work.  This  product  may  take  its 
origin  in  the  substances  resulting  from  the  very  extensive  degener- 
ations of  the  nervous  elements,  that  were  present  in  all  cases. 

Alzheimer  and  Perusini  describe  this  as  occurring  in  a  focal 
thickening  of  the  diffuse  protoplasmic  glia  reticulum.  Not  only 
is  this  substance  deposited  in  focal  massing,  but  it  is  more  or  less 
diffusely  distributed.  We  found  in  a  number  of  instances  sub- 
stances, in  every  way  reacting  like  the  placque  substance,  spread 
out  in  broad  and  long  patches  in  the  cortex.  In  one  case  an  un- 
usual deposit  of  this  substance  was  spread  through  the  first  layer, 
without  any  trace  of  the  circumscribed  limitation  occurring  in  the 
placque.  Even  from  the  placque  itself  it  sometimes  extends  in 
streaks  into  the  neighboring  region. 
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The  more  severe  the  degenerative  changes  in  the  nervous  ele- 
ments are,  the  larger  are  the  amounts  of  this  substance  deposited. 

Apart  from  this  greenish  staining  substance,  there  are  commonly 
found  other  products  of  degeneration.  Many  of  these  resembled 
corpora  anylacea  in  their  form  and  staining  qualities.  Other  pro- 
ducts took  the  red  stain  of  acid-fuchsin.  In  those  instances  in 
which  the  greater  number  of  the  placques  were  encapsulated  by 
glia  fibres,  there  was  an  extreme  atrophy  and  disappearance  of  all 
nervous  elements  through  large  areas  of  the  cortex,  chiefly  in  the 
the  upper  strata.  All  that  remained  was  a  diffuse  glia  fibre  mesh- 
work  with  numerous  encapsulated  placques.  In  those  cases  the 
brains  showed  the  most  marked  gross  atrophies.  These  were 
very  prominent  in  cases  I,  II  and  VI.  Why  the  substance  is  pecu- 
liarly deposited  in  the  circumscribed  manner  found  in  the  placque 
remains  unclear.  There  subsequently  occurs  in  the  area  of  the 
focal  deposit  necrotic  and  degenerative  changes,  the  products  of 
which  are  chemically  different  in  their  staining  qualities,  and  the 
final  stage  is  the  glia  encapsulation.  It  becomes  an  important  con- 
sideration as  to  the  relation  of  this  peculiar  pathological  process 
to  the  senile  psychoses.  Placques  have  been  found  in  quite  a 
variety  of  conditions  other  than  psychoses  of  the  senile  period. 
Perusini  records  their  occurrence  in  syphilis,  in  tabes  and  that 
they  have  also  been  found  in  the  brain  of  a  guinea  pig.  Further, 
the  work  of  Mijake  shows  that  they  occur  in  the  brains  of  seniles 
who  were  not  insane.  Alzheimer's  cases  were  of  the  pre-senile 
period. 

Our  own  cases  are  all  distinctly  of  the  senile  period,  excepting 
that  in  case  I  the  beginnings  of  the  clinical  symptoms  were  noted 
even  in  middle  life.  The  fact  remains  that  the  process  is  one  pre- 
dominately associated  with  psychoses  of  the  senile  years.  The 
clinical  course  of  many  of  the  cases  has  been  a  peculiar  one,  differ- 
ing from  the  presbyophrenic  form  of  the  senile  insanity,  and 
pathologically  from  the  arterio-sclerotic  form.  Clinically  there 
was  in  our  own  cases  an  unusual  prominence  of  symptoms  refer- 
able to  organic  changes  in  the  brain. 

Cases  I  and  II  showed  aphasia  and  agnostic  apractic  disturb- 
ances. In  both  these  the  atrophies  and  placque  formation  were 
most  extreme  in  the  region  of  the  left  angular  gyrus. 
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In  case  III  there  were  frequent  epileptiform  attacks  and  a 
spastic  condition  of  the  right  leg  with  an  absence  of  gross  focal 
disturbances,  apart  from  the  atrophies. 

In  cases  V  and  VII  there  were  no  gross  lesions,  in  one  there 
were  contractures  and  in  the  other  epileptiform  attacks. 

The  peculiar  localization  of  the  atrophies  and  placques  evidently 
has  a  determining  effect  upon  the  clinical  symptoms.  In  all  cases 
there  was  a  profound  disturbance  of  the  memory  and  orientation, 
and  episodes  of  confusion  were  prominent. 

It  would  seem  that  in  this  process  of  atrophy,  neurofibril  de- 
generation and  placque  formation  one  has  one  of  the  important 
explanations  of  a  special  clinical  group  of  senile  psychoses,  and 
in  future  studies  the  occurrence  of  these  findings  will  be  exten- 
sively noted. 

DESCRIPTION  OF  PLATES. 

Fig.  I. — Convolution  with  placques.  Case  I.  Bielschowsky  method. 
Mag.  28. 

Fig.  2. — Placques  encapsulated  by  neuroglia  fibres.  Case  I.  Mallory's 
neuroglia  method.    Mag.  120. 

Fig.  3. — Placque,  early  stage  with  deposit  and  necrotic  products.  Case  III. 
Acid-fuchsin  and  light-green  stain.    Mag.  500. 

Fig.  4. — Placque,  late  stage  with  beginning  encapsulation.  Case  IV.  Acid- 
fuchsin  and  light-green  stain.     Mag.  500. 

Fig.  5. — Intra-cellular  neurofibril  degeneration.  Bielschowsky  method. 
Mag.  780. 
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REPORT  OF  A  CASE  OF  JUVENILE  PARESIS 
By  Henry  W.  Miller,  M.  D.,  .  Clinical  Director, 

AND 

Nicholas  Achucarro,  M.  D.,  Histopathologist. 
Government  Hospital  for  the  Insane^  Washington,  D.  C. 

The  following  case  of  juvenile  paresis,  or  perhaps  more  cor- 
rectly, infantile  general  paralysis,  is  presented  because  detailed 
knowledge  of  general  paralysis  in  children  is  relatively  recent, 
and  further  we  have  felt  that  where  the  etiological,  clinical  and 
anatomical  facts  are  as  well  established  as  they  are  in  this  instance, 
the  case  should  be  recorded  in  the  literature.  The  history  is  as 
follows : 

P.  D.  R. :  male ;  twelve  years  of  age ;  admitted  to  Government  Hospital 
for  the  Insane,  April  6,  1909. 

Family  History. — Paternal  ancestry  difficult  to  trace.  Patient's  mother 
lived  with  the  presumed  father  of  the  patient  for  several  years,  but  was 
never  married.  He  was  a  dissipated  man  and  had  syphilis.  He  has  been 
dead  ten  years,  but  nothing  more  definite  has  been  learned'  about  him  or 
his  family.  Patient's  mother  admits  the  illegitimacy  of  the  child.  She 
had  two  miscarriages  prior  to  the  birth  of  the  patient;  had  no  other  living 
children.  The  mother  was  infected  with  syphilis,  according  to  her  state- 
ment, a  short  time  before  the  birth  of  the  patient;  according  to  the  aunt, 
five  or  six  years  before.  She  had  a  primary  sore,  mucous  patches  and 
an  eruption  and  was  told  by  a  physician  that  she  had  syphilis,  but  she  re- 
fused to  take  treatment.  The  Sister  Superior  at  the  orphan  asylum,  who 
has  seen  the  mother  several  times  in  the  past  few  years,  thinks  she  is  a 
simple  kind  of  woman,  but  the  aunt  declares  she  was  of  ordinary  in- 
telligence. Since  the  death  of  the  patient's  father,  she  has  done  scrub 
work,  etc.,  and  for  some  time  lived  in  a  woman's  refuge  home.  About 
three  months  ago  she  was  sent  to  the  Washington  Asylum  Hospital 
where  she  was  reported  as  having  mental  symptoms;  later  she  was  trans- 
ferred to  the  District  Almshouse.  She  was  seen  by  Dr.  Miller  the  begin- 
ning of  May,  and  presented  the  following  symptoms : 

External  strabismus  of  the  left  eye;  right  pupil  larger  than  the  left; 
both  pupils  immobile  to  light  and  accommodation ;  exaggerated  knee  and 
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other  tendon  reflexes ;  slight  incoordination ;  parsesthesias  in  the  hands  and 
feet;  a  slight  hesitancy  in  the  speech. 

Mentally  she  is  dull,  her  memory  is  poor  and  she  has  periods  of  con- 
fusion and  restlessness ;  appreciates  that  her  mind  is  not  alert  and  believes 
that  she  is  losing  her  senses.  This  condition  has  been  coming  on  for  about 
one  year.  She  is  now  forty-five  years  of  age.  Her  cerebrospinal  fluid 
was  examined  with  the  following  findings: 

May  9,  1909. 

Fluid  clean,  flow  by  rapid  drops. 

Protein  content  increased  (approximately  estimated). 
Noguchi's  test  for  increase  of  Globulins  positive. 

Wassermann  reactions  positive. 

Cells  per  cu.  mm.,  123.8. 

Differential  estimation,  750  cells  counted: 

Lymphocytes   Si-5% 

Polymorphonuclears     34-5% 

Phagocytes 13-5% 

Macrophages    5% 

Maternal  grandmother  died  suddenly  of  heart  disease,  past  middle  life; 
maternal  grandfather  thought  to  be  still  living,  was  in  earlier  life  a  con- 
firmed alcoholic.  One  maternal  grand-aunt  lived  until  ninety- four;  an- 
other is  living  at  seventy-three  in  destitute  circumstances  but  apparently 
of  normal  mentality. 

Personal  History. — Patient  was  born  May  10,  1896,  in  Columbia  Hos- 
pital, Washington,  D.  C.  The  birth  was  normal  without  instruments. 
He  was  taken  home  with  his  mother*  two  weeks  after  birth.  Was 
apparently  normal  until  three  months  of  age,  when  a  rash  was  noticed 
over  his  body,  which  a  physician  at  once  called  syphihs.  He  was  treated 
for  the  same  for  a  short  time.  When  quite  an  infant,  he  was  sent  to  St. 
Anne's  Orphan  Asylum,  as  his  mother  was  unable  to  care  for  him  at  home, 
and  at  the  age  of  seven  transferred  to  the  St.  Joseph's  Orphan  Asylum. 
He  was  a  good-looking  child,  bright,  alert,  kept  up  with  the  boys  of  his 
own  age  with  his  studies,  reached  the  fifth  grade;  was  attentive,  active, 

*  September  17,  1909.  Patient's  mother  died  yesterday  at  9  p.  m.  at  the 
Municipal  Home  for  the  Aged  and  Infirm.  It  was  the  opinion  of  her 
attending  physician  that  she  died  from  the  disease  of  the  central  nervous 
system,  as  there  was  no  evidence  of  disease  of  the  other  viscera.  For  some 
time  she  had  been  in  a  very  demented  condition.  He  thinks  that  she 
knew  almost  nothing,  and  says  that  her  speech  was  very  bad.  She  had  no 
convulsions,  no  epileptiform  attacks.  An  autopsy  was  performed,  twelve 
hours  after  death,  by  Dr.  Miller. 

The  abdomen  and  thoracic  viscera  presented  nothing  especially  striking. 
There  was  no  evidence  of  syphilis  about  the  liver.  There  were  a  few 
patches  of  perihepatitis.  There  was  a  marked  leptomeningitis;  the  pia- 
arachnoid  being  thickened,  opaque  and  milky.    There  was  an  increase  of 
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fond  of  play,  and  in  every  way  seemed  like  a  normal  child  until  about 
October,  1908.  The  mental  change  was  so  insidious  as  to  be  scarcely 
noticeable,  and  symptoms  which  did  not  at  that  time  especially  attract  the 
attention  were  only  recalled  retrospectively.  It  is  now  recalled  that  at 
first  he  was  absent-minded  both  in  his  school  work  and  in  his  play. 

While  in  his  normal  condition,  he  was  quick,  alert,  and  attentive  in 
class,  he  became  slow,  hesitated,  seemed  to  have  difficulty  in  grasping  the 
question  and  in  following  the  lesson;  his  answers  became  more  and  more 
incorrect.  When  asked  a  question,  he  would  look  vacantly  at  his  teacher 
and  only  after  repeated  questionings  was  he  able  to  comprehend.  During 
play  hours  he  began  to  keep  away  from  the  other  children,  was  prone  to 
fold  his  arms,  walk  back  and  forth  in  the  yard  with  no  interest  in  the 
games  in  which  he  was  formerly  an  active  participant.  Little  attention 
was  paid  at  the  time  to  this,  because  he  was  not  considered  sick,  and  his 
condition  was  not  at  first  brought  to  the  attention  of  the  visiting  physician. 
He  has  had  no  general  or  local  convulsions.  Gradually  his  lack  of  mental 
balance  became  more  marked,  he  seemed  to  the  school  authorities  to  be 
depressed,  and  they  noticed  that  although  he  seemed  to  be  on  the  verge 
of  breaking  down  emotionally  he  never  had  any  distinct  emotional  out- 
breaks. 

He  began  to  make  mistakes  in  repeating  his  prayers  which  he  had  re- 
peated twice  daily  for  five  years.  In  the  early  part  of  January,  1909, 
physical  symptoms  were  first  noticed  by  the  observers.  His  voice  became 
high-pitched,  he  spoke  more  slowly,  he  began  to  hesitate  over  words  of 
two  or  more  syllables.  About  this  time  his  writing  became  careless, 
slovenly  and  illegible.  For  three  months  previously  his  teacher  recalls 
that  his  writing  was  slovenly  and  that  it  was  becoming  worse,  whereas 
his  writing  had  shown  gradual  improvement.  The  mental  deterioration 
was  gradual,  without  excitement,  depression  or  delusional  formation.  He 
has  on  a  few  occasions  without  provocation,  fabricated.  For  example,  he 
said  he  talked  with  his  mother  while  he  was  in  chapel,  and  that  he  had 
been  out  for  a  walk,  when  such  was  not  the  case.  In  the  past  two  months 
he  has  pilfered  various  articles  from  other  boys,  both  traits  foreign  to  his 
make-up,  as  he  has  never  before  the  onset  of  his  disease  shown  any  ten- 
dency to  dishonesty  or  untruthfulness. 

cerebrospinal  fluid.  Removal  of  the  membranes  revealed  a  roughening  of 
the  convexity  of  the  convolutions  and  a  typical  decortication  in  the  tem- 
poral regions.  The  ventricles  all  presented  granulations,  the  floor  of  the 
fourth  ventricle  being  studded  with  coarse  granules.  The  frontal  lobes 
were  not  macroscopically  atrophic,  but  the  surface  of  the  convexity  of  the 
convolutions  was  rough  and  uneven.  The  brain  tissue  was  unusually 
soft ;  the  gray  matter  darker  than  usual.  The  small  vessels  were  unusually 
abundant  in  white  matter.  There  were  no  areas  of  softening  and  no  other 
gross  changes.  Sections  from  various  areas  were  preserved  for  histologi- 
cal examination. 
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For  a  month  before  admission  he  was  very  dull,  frequently  reported  as 
being  untidy  in  his  habits.  His  teachers  noticed  that  his  facial  expression 
which  was  usually  bright  and  interesting  became  inexpressive.  His  facial 
muscles  became  tremulous  when  he  tried  to  speak.  For  six  weeks  before 
admission  the  circulation  in  his  extremities  was  sluggish,  his  hands  and 
feet  being  usually  of  a  bluish  tinge.  There  was  no  history  of  excitement 
as  indicated  in  the  medical  certificate.  One  night  he  had  aimlessly  wan- 
dered down  stairs  and  was  found  in  a  somewhat  confused  state.  It  was 
this  episode  which  alarmed  the  school  authorities  and  led  to  his  commit- 
ment here. 

April  8,  1910.     Examination  of  cerebrospinal  fluid. 

Fluid  clear,  flow  by  rapid  drops. 

Protein  content  increased  (approximately  estimated). 

Cells  per  cu.  mm.,  68. 

Differential  estimation,  400  cells  counted: 

Lymphocytes    (i'j% 

Polymorphonuclears 13% 

Phagocytes    14% 

Macrophages    2% 

Kornchenzellen   3% 

Plasma  Cells   1% 

Physical  Examination.  April  19,  1909.  General  Description.— Weight 
70  pounds,  height  4  feet  5  inches.  Musculature  somewhat  flabby,  lacks 
tone,  but  no  distinct  atrophies.  The  naso -labial  folds  are  obliterated,  the 
other  lines  of  expression  are  lacking.  Has  a  good  skull  formation.  He 
is  possibly  small  for  his  age.  There  are  no  suggestive  scars  about  the 
angles  of  the  mouth,  nor  other  scars  on  the  body.  Skin  moist,  circulation 
in  hands  and  feet  sluggish.  Both  hands  and  feet  are  usually  found  of  a 
bluish-red  color.    He  has  a  slight  kyphosis  of  the  lumbar  vertebrae. 

Lymphatic  Glands. — Cervical  on  the  right  side  palpable;  axillary  and 
inguinal  not  enlarged.    Thyroid  gland  normal  in  size. 

Respiratory  system  normal. 

Heart. — Within  normal  limits;  pulse  120;  no  murmurs. 

Digestive  System. — Teeth  all  present,  the  right  upper  canine  a  little  out 
of  line.  No  Hutchinson  teeth;  the  teeth  are  not  pegged.  Tongue  flabby 
and  coated;  breath  foul;  mucous  membrane  pale.  Pharynx  normal. 
Normal  tympany  over  the  abdomen. 

Genito-Urinary  System. — Has  been  circumcized. 

Neurological  Examination. — There  is  a  general  loss  of  muscular  strength. 
There  is  a  little  awkwardness  in  gait,  seems  to  favor  the  left  foot  some- 
what, but  there  is  no  spasticity  or  ataxia. 

Reilexes. — Knee-jerks  both  exaggerated,  right  more  than  the  left.  Both 
tendo  AchiUis  equally  exaggerated;  elbow-jerks  are  sharp,  more  so  on 
the  left  side.  There  is  no  patellar  or  ankle  clonus.  Humero-scapular  re- 
flexes are  sharp.  No  contralateral  reflexes.  No  co-operation  for  the  jaw 
jerk.     There  is  a  sharp  plantar  flexion  of  the  toes  on  stimulation  of  the 
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soles  of  the  foot.  Both  cremasteric  are  very  sharp;  epigastric  and  ab- 
dominal equally  sharp  on  both  sides.  Corneal  and  paryngeal  reflexes  both 
present.     Organic  reflexes  retained. 

Eyes. — There  are  no  corneal  opacities;  pupils  are  both  irregular  in  out- 
line. The  left  eye  does  not  come  down  to  strong  sunlight,  the  right  comes 
down  very  slowly.  The  co-operation  is  very  poor  for  the  accommodative 
test,  which  does  not  appear  to  be  present;  no  reaction  upon  stimulation  of 
the  sympathetic.  He  reads  words  at  a  normal  distance.  No  limitation  of 
the  visual  field. 

Hearing  acute  on  both  sides.  Taste. — Sweet  and  bitter  easily  told;  the 
salt  and  sour  taste  was  rather  indefinite,  his  difficulty  in  differentiation 
seems  to  be  due  rather  to  the  mental  dullness.  Smell  normally  acute  on 
both  sides.  Touch. — It  was  impossible  to  estimate  this  sense  with  any 
degree  of  certainty.  Fine  distinctions  he  does  not  appear  to  appreciate. 
The  same  way  with  the  temperature  sense.  He  does  not  seem  to  know 
the  variations  in  temperature  and  his  responses  are  absolutely  unreliable. 
Pain  sense  seems  much  diminished.  He  reacts  to  sharp  pin  pricks,  but 
says  it  does  not  hurt,  and  in  puncturing  for  the  cerebrospinal  fluid  examina- 
tion, although  no  local  anaesthetic  was  given,  he  did  not  complain.  Stere- 
ognostic  sense  normal.  Joint  and  muscle  sense  intact.  He  has  a  very 
coarse  facial  tremor,  especially  on  exertion.  Has  fine  muscular  tremors 
over  the  whole  body.  The  tongue  shows  a  coarse  trombone  jerking. 
Very  coarse  tremors  of  the  extended  fingers.  There  is  no  Rhomberg  when 
standing  on  one  foot.  He  is  a  little  unsteady  but  is  able  to  stand  on  one 
foot.  Some  incoordination  in  the  lower  extremities  in  the  more  compli- 
cated movements.  In  the  upper  extremities,  incoordination  is  shown  in 
the  more  delicate  movements  of  buttoning  his  coat  and  tying  his  shoes. 

Speech  is  stumbling  with  hesitancy  and  elision.  In  the  test  sentence 
"  Third  riding  artillery  Brigade,"  he  said  the  first  time — "  Third  riding 
ar-big-ginning,"  second  time — "  Third  riding  as-be-tillery,"  third  time 
— "  Third  riding  ar-til-lilery."  He  shows  the  same  defect  in  other  test 
sentences.  In  the  more  minute  analyses  of  the  reading,  we  found  in- 
dividual small  words  are  read  correctly  except  for  a  tremulous  intona- 
tion and  given  as  if  his  mouth  was  partially  full.  Individual  letters  are 
also  read  correctly.  Words  of  two  or  more  syllables  are  invariably  slurred 
or  given  hesitatingly.  In  reading  sentences  he  leaves  out  whole  words 
and  sometimes  two  or  three  words  in  a  series. 

The  writing  as  shown  in  the  samples  shows  irregularity  in  the  forma- 
tion of  the  letters,  carelessness,  excessive  pressure  with  the  pen,  elision 
of  letters,  running  together  of  letters,  and  he  writes  very  quickly. 

The  ophthalmologist  reports  an  unsatisfactory  fundus  examination,  owing 
to  the  inability  of  the  patient  to  keep  his  eyes  steady. 

Mental  Status.  April  12,  1909. — He  seemed  frightened  when  admitted ; 
gave  his  name  and  age.  He  occasionally  becomes  somewhat  tremulous, 
but  has  not  broken  down  emotionally.  He  has  been  very  quiet,  has  had 
nothing  to  say  unless  spoken  to;  appears  quite  timid  before  strangers,  but 
when  his  confidence  is  gained  he  responds  readily  to  questions.    His  face 
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is  dull  and  expressionless,  his  cheeks  are  puffed  out,  the  lines  of  expression 
are  obliterated.  He  has  not  been  seen  laughing  or  crying.  He  seems 
indifferent  to  his  surroundings.  He  has  been  made  a  pet  by  other  patients, 
but  does  not  seem  to  appreciate  their  attentions.  Although  it  has  been 
explained  to  him  where  he  is,  he  does  not  clearly  appreciate  his  surround- 
ings. He  does  not  recognize  any  peculiarities  in  other  patients ;  does  not 
express  himself  about  his  surroundings  unless  he  is  questioned;  his  atti- 
tude in  this  respect  may  be  characterized  as  indifferent. 

He  says  he  does  not  know  his  father's  name;  says  his  father  works  in 
a  hospital,  "  taking  care  of  patients."  Gives  his  age  as  twelve.  Says  he 
was  born  on  May  lo,  does  not  know  what  year.  Does  not  know  the  name 
of  this  place,  but  it  is  for  patients. 

"What  is  the  trouble?"  "I  don't  know."  "Well,  where  are  you?" 
"  I  don't  know."  "  Do  you  know  what  city  you  are  in  ?  "  "I  don't  know." 
"  How  did  you  come  here?  "  "  In  the  street  cars."  "  Why  are  you  here?  " 
"  I  was  at  St.  Anne's  and  I  was  sent  to  St.  Joseph's."  "  Why  were  you 
sent  here?  "  "  My  mother  was  sick."  "  When  did  you  go  to  St.  Joseph's?  " 
"  1902." 

He  gives  the  day  as  Thursday  (it  is  Monday),  the  month  as  April,  does 
not  know  the  date,  says  it  is  IQ09.  Thinks  he  was  brought  here  by  a  man 
named  Lawler.  Does  not  know  why  he  was  sent  from  St.  Joseph's  here. 
He  recognized  the  head  nurse  as  a  nurse,  does  not  know  her  name.  Does 
not  appreciate  anything  wrong  with  any  of  the  other  patients.  He  has  no 
insight  into  his  trouble.     Says  he  does  not  feel  sick. 

"Do  you  want  to  go  to  school?"  "No."  "Why  not?"  "I  went  to 
school  at  St.  Joseph's."  "Why  not  now?"  "I  don't  know."  "Would 
you  like  to  play  ?  "  "  Yes."  "  Can  you  play  ball  ?  "  "  Yes,  I  can  play  ball, 
I  can  catch."  "  Feel  nervous  ?  "  "No."  "Shaky?"  "No."  "  Why  did 
they  send  you  to  the  hospital  ?  "  "I  don't  know,  I  am  all  right.  I  feel 
just  the  same  as  I  did  when  I  was  at  St.  Joseph's." 

He  recognizes  he  has  some  trouble  in  his  speech;  says  it  has  hurt  him 
to  talk  for  two  months.  His  memory  is  defective  both  for  recent  and  re- 
mote events.  He  states  that  he  was  born  on  New  York  Avenue,  615 — he 
lived  there  until  he  was  eight  years  of  age.  Says  his  father  left  home  two 
years  ago  (it  was  ten  years  ago),  that  he  first  went  to  a  public  school, 
does  not  know  which  one,  then  he  went  to  St.  Anne's.  Went  to  St.  Anne's 
at  the  age  of  eight  (this  is  incorrect).  He  does  not  know  where  St. 
Anne's  is  located.  Cannot  tell  what  part  of  the  city.  Says  that  St. 
Joseph's  is  at  loth  and  "  K "  Sts.,  N.  W.  He  does  not  recall  having  seen 
a  physician  before.  Slays  he  has  been  here  twenty  days.  He  can  give 
within  a  half  hour  of  the  time  of  day.  He  heard  the  dinner  bell  ring  but 
did  not  know  what  it  was  for.  He  is  able  to  give  correctly  what  he  had 
for  breakfast. 

He  was  given  the  number  6793,  the  physician's  name  and  the  name  of 
the  hospital.  A  minute  later  he  gave  the  physician's  name  correctly,  said 
it  was  the  Providence  Hospital,  and  gave  the  number  as  1739.  He  was 
given  the  same  number  with  the  physician's  name,  the  day  and  date.    Two 
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minutes  later  with  intervening  conversation,  he  gave  the  number  correctly, 
could  not  recall  the  physician's  name,  gave  the  day  correctly  as  Monday, 
April  12.  The  Lord's  prayer  he  repeated  correctly  except  for  the  physical 
disturbance.  The  creed  he  gave  with  many  mistakes.  His  other  prayers 
were  likewise  faulty. 

School  Knowledge. — In  giving  the  alphabet,  he  gave  up  to  Q  correctly, 
having  given  the  same  letter  twice.  When  he  reached  Q,  he  returned  to 
A  and  went  through  correctly.  He  counts  from  one  to  twenty  correctly, 
but  with  an  occasional  repetition  of  a  number. 


Addition. 

Subtraction. 

3  +  4  is    7 

73  + 

22  is    95        63- 

-7 

is     9            14  — 

8  is      6 

9+6"    15 

84  +  25  "   105        63- 

-7 

"   9      16—  : 

7"       4 

7  +  8"    15 

17  + 

16  "     36        22- 

-8 

"    12         105  —  10  "    250 

19  +  7  "   26 

17  +  16"     33 

Til  vifiirfcTi 

Multiplication. 

±Jl  VioIUXl* 

(Many  answers  g-iven 

without  thought.) 

63  -^   7  is 

9 

7X9  are  63 

15X4  are  19 

84-M2  " 

4 

8X4    "    32 

15X4    "     19 

51  -   7  " 

8 

12X7    "    84 

20X3     "    23 

96-   3  " 

12 

13X3    "    39 

20X3     "    60 

36^   9" 

4 

14X5    "    40 

14X8    "    -^ 

48^   2  " 

9 

13X6    "    19 

8X4    "    32 

..•.82 

64-^   8  " 

8 

13X6    "    19 

8X1    "      8 

"  Capital  of  United  States  ?  "  "  Washington."  "  Largest  city  in  United 
States?"  "Washington."  "How  many  States?"  "Forty-five."  "Largest?" 
"  New  York."  "  Smallest?  "  "  California."  "  Five  largest  cities  in  United 
States  ?  "  "  Washington,  New  York,  Cleveland,  Philadelphia,  New  Jersey." 
"  New  England  States  ? "  "  Maine,  New  Hampshire,  Vermont,  Massa- 
chusetts, Philadelphia."  "  Population  of  Washington ? "  "I  don't  know." 
"Of  New  York?"  "I  don't  know."  "Of  United  States?"  "Three 
thousand."  "Who  is  President?"  "I  don't  know."  "First  President?" 
"  George  Washington."  "  Some  other  Presidents  ?  "  "  Washington,  Lin- 
coln, Abraham  Lincoln,  Martin  Van  Vare." 

Spelling  : 


Word 
House 
Door 

Book-store 
Candle 
Rooster 
Flower 
Church 
Priest 
Patient 
Tongue 
Throat  (pointed  to  it) 


Result 
"  Host " 
"  Door  " 
"  Book-store  " 
"Cadaly" 
"  Chicken  " 
"  Flour  " 
"  CathoHc  " 
"  Priest " 
"Partin" 
"  Tun  " 
"Trought" 
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His  mental  dullness  is  shown  by  the  following  conversation : 

"  How  do  you  feel  ?  "  "  All  right."  "  Are  you  happy  ?  "  "  Yes,  Father." 
"  Why  are  you  happy?  "  "  I  don't  know."  "  Do  you  cry ?  "  "  No,  Father." 
"Do  you  want  to  see  your  mother?"  "Yes."  "Do  you  feel  lonely?" 
"  Yes."  "  Why  do  you  want  to  see  your  mother ?  "  "I  have  not  seen  her 
for  three  months." 

He  showed  no  feeling  in  these  responses,  and  further  questioning  about 
his  mother  could  not  produce  any  emotionalism. 

"Are  you  frightened?"  "No."  "Do  you  like  it  here?"  "Yes." 
"  Why  ?  "     "  The  boys  treat  me  kindly." 

He  says  he  has  no  pains  or  aches,  does  not  feel  in  any  way  sick.  His 
apprehension  and  apperception  are  both  much  disturbed.  Stories  read  are 
very  poorly  taken  in  and  reproduced.  Pictures  from  a  juvenile  story-book 
are  described  in  a  most  elementary  and  superficial  manner.  He  has  no 
delusions  of  any  kind;  no  indication  of  hallucinations. 

May  12,  1909.    Examination  of  cerebrospinal  fluid. 

Fluid  clear,  flow  by  slow  drops. 

Protein  content  increased. 
Noguchi's  test  for  increase  of  Globulins  positive. 

Wassermann  reaction  positive  (complete  inhibition  of  Hemolysis). 

Cells  per  cu.  mm.  74}i. 

Differential  estimation,  800  cells  counted. 

Lymphocytes    78.00% 

Polymorphonuclears     9.00% 

Phagocytes     9.25% 

Macrophages    0.50% 

Kornchenzellen    1.00% 

Plasma   Cells    2.25%  , 

May  25,  1909.  At  the  present  time  his  physical  symptoms  have  become 
more  prominent.  His  expression  is  more  vacant,  he  has  greater  difficulty 
in  articulating,  his  speech  is  more  indistinct,  he  shows  greater  hesitancy 
in  starting,  the  slurring  is  increased ;  frequently  in  attempting  to  speak,  he 
produces  at  first  only  a  whistling  sound.  He  is  unable  to  write  as  well  as 
he  did.  The  change  in  his  expression  can  be  seen  by  comparing  him  at 
present  with  the  picture  taken  of  him  at  the  time  of  admission. 

A  careful  sensory  examination  demonstrates  a  hypalgesia.  It  is  ques- 
tionable whether  touch  and  temperature  are  seriously  disturbed.  His 
tremors  are  more  pronounced,  the  right  pupil  is  now  more  immobile.  The 
incoordination  is  more  readily  demonstrated.  He  has  lost  only  one  pound 
in  weight. 

In  the  psychic  sphere,  the  dementia  seems  to  be  deeper.  He  has  acquired 
his  place  orientation,  but  is  unable  to  name  the  physicians  whom  he  sees 
frequently,  and  he  cannot  keep  the  run  of  the  time.  His  memory  is  less 
reliable,  his  comprehension  is  duller,  he  is  quite  contented,  and  in  no  way 
appreciates  his  defect.  In  brief,  there  is  a  general  mental  reduction  with 
emotional  indifference,  of  the  type  of  a  simple  dementia. 
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June  13,  1909.  This  afternoon  patient  had  three  convulsions.  He  first 
had  a  jerking  in  the  right  hand  and  arm,  with  rapid  movements  of  the 
right  eyelid;  following  this  he  became  unconscious.  The  convulsions  be- 
came general  but  more  marked  in  the  right  upper  extremity.  The  head 
was  turned  to  the  right,  eyes  directed  to  the  right.  The  three  distinct 
convulsive  attacks  occurred  between  4.00  p.  m.  and  5.30  p.  m.  At  7.00 
p.  m.,  was  still  in  a  stupor  and  would  not  respond  to  questions,  had  a 
double  ankle  clonus,  Babinski  on  both  sides,  eyes  directed  to  the  right. 

June  19,  1909.  For  two  days  after  convulsive  attacks,  patient  remained 
in  a  dazed  condition,  did  not  speak,  was  inclined  to  wander  aimlessly 
about,  was  untidy  in  habits.  On  the  i6th,  he  understood  questions  and 
responded,  but  the  tone  of  his  voice  was  changed  and  his  articulation  was 
more  indistinct.  To-day  is  was  noticed  that  in  walking  he  frequently  lost 
the  use  of  his  legs  and  fell. 

June  22,  1909.  Is  becoming  progressively  weaker  mentally  and  physically. 
Speech  shows  an  exquisite  bradyphasia,  writing  is  a  meaningless  scrawl, 
muscular  tremors  marked.  He  is  quiet  except  for  an  explosive,  unintelli- 
gent utterance.  Comprehends  little,  tries  to  answer  questions,  but  his 
usual  response  is  either,  "  Yes,"  or  "  Yes,  Father."  He  is  untidy  in  habits. 
His  school  knowledge  is  almost  forgotten — unable  to  count  above  five. 
Knows  only  the  name  of  his  nurse.  Is  contented;  shows  no  particular 
wants. 

July  25,  1909.    Examination  of  cerebrospinal  fluid. 

Fluid  clear. 

Noguchi  test  positive. 

Cells  per  cu.  mm.  70. 

Differential  count: 

Lymphocytes    85.0% 

Phagocytes    8.0% 

Polymorphonuclears 3.0% 

Plasma   Cells    2.5% 

Kornchenzellen 1.0% 

Macrophages    0.5% 

September  18,  1909.  Now  confined  to  bed,  unable  to  stand  or  to  walk 
alone.  Is  losing  weight  rapidly.  Unable  to  feed  himself.  Face  is  flushed. 
Feet  and  legs  are  cyanosed.  Is  extremely  untidy — eats  fecal  matter.  On 
August  22,  he  had  one  slight  convulsive  seizure.  No  voluntary  talk. 
Phonation  very  difficult.  His  attempts  to  speak  frequently  result  only  in 
a  whistling  sound. 

December  20,  1909.  There  were  no  further  convulsive  attacks  since  last 
record.  Emaciation  became  marked.  For  two  months  he  had  been  unable 
to  speak  so  as  to  be  understood.  Any  attempt  to  speak  caused  a  coarse 
tremor  of  the  facial  muscles.  For  some  time  his  wrinkled  skin  and  drawn 
expression  produced  a  senile-like  facies.  His  lower  extremities  became 
contracted.  Pressure  sores  developed  on  the  elbows  and  hips  early  in 
November. 
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Autopsy  Protocol. — Examination  four  hours  after  death. 

External  Examination. — The  body  is  that  of  a  white  boy  about  twelve 
years  of  age,  extremely  emaciated,  and  with  bed  sores  over  almost  every 
projecting  bony  point.  Rigor  mortis  is  present,  but  slight.  Eyes  are 
sunken;  teeth  exposed  and  slightly  discolored  but  do  not  show  any  de- 
formity. 

Internal  Examination. — Dissection.  Cranium.  Scalp  thin  and  dry; 
skull  about  the  usual  thickness  and  shows  no  deformity.  The  sutures  are 
all  present  and  normal.  The  tables  are  rather  thin  and  the  cancellous 
tissue  abundant,  which  is  normal  for  a  young  person.  Dura  mater  normal 
and  non-adherent  to  the  bone.  Shape  of  skull  symmetrical.  Some  ap- 
parent increase  of  the  subdural  fluid. 

Brain. — Weight  of  left  hemisphere  380  grams;  right,  350  grams,  cere- 
bellum pons  and  medulla,  140  grams :  total,  870  grams.  The  pia  mater 
over  the  convexity  presents  marked  opacity  in  patches  somewhat  more 
marked  over  the  vertex,  over  some  of  the  principal  sulci,  and  along  the 
larger  cerebral  veins.  The  membrane  (by  which  the  gyri  are  widely  sepa- 
rated) is  extremely  oedematous.  The  greatest  degree  of  pial  change  and 
atrophy  is  over  the  anterior  two-thirds  of  the  convexity,  the  anterior  half 
of  the  mesial  surfaces  and  the  anterior  temporal  poles.  Less  degrees  of 
atrophy  are  present  over  the  orbital  surfaces  and  it  gradually  becomes  less 
evident  over  the  occipital  lobes  and  the  base  of  the  cerebrum. 

The  olfactory  bulbs  are  unusually  large  but  seem  otherwise  normal;  pos- 
sibly feel  a  little  indurated.  The  arteries  at  the  base  present  the  following 
alterations.  The  basilaris  shows  a  patch  of  opacity  at  the  point  of  division 
into  the  post.  Cerebrals;  the  anterior  cerebral  a.  of  the  left  side  is  ap- 
parently obliterated  from  its  point  of  origin  to  its  junction  with  the  ant. 
communicating  a. ;  the  ant,  com.  a.  is  double  but  the  posterior  of  the  two 
vessels  is  obliterated.  The  right  vertebral  artery  is  small  and  nearly 
obliterated;  the  left  is  about  the  size  of  the  basilaris. 

On  feeling  over  the  cerebrum  the  atrophied  gyri  give  the  sensation  of 
induration,  which  is  not  so  apparent  after  the  removal  of  the  pia  mater. 
The  Ammon's  horns  of  both  sides  are  decidedly  atrophied,  and  indurated, 
the  left  more  so  than  the  right;  the  uncinate  gyri  are  also  indurated.  Re- 
moval of  the  pia  shows  a  tendency  of  the  membrane  to  adhere,  and  slight 
decortication  is  produced. 

The  ventricles  are  greatly  dilated;  the  corpus  callosum  thinned;  and 
granular  ependymitis  over  the  candate  nucleus,  near  the  foramen  interven- 
tricular, and  in  the  fourth  ventricle.  The  massa  intermedia  present: 
choroid  plexuses  normal.  Section  of  brain  substance  shows  oedema,  and 
dilated  perivascular  spaces.  The  cerebellum  is  decidedly  indurated  and 
atrophied;  the  cerebellar  gyri  thin  and  wire-like.  Section  of  the  cere- 
bellum shows  that  the  greatest  atrophy  was  at  the  summits  of  the  folia. 

Thorax. — Weight  of  left  lung  400  grams;  right  360  grams.  No  pleural 
adhesions.  The  inferior  lobe  of  the  left  shows  a  patchy  exudate  of  broncho- 
pneumonia with  some  gangrenous  areas,  and  an  abscess-like  cavity  in  the 
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lower  part.  The  right  has  some  diffuse  broncho-pneumonic  exudate  and 
some  small  areas  of  gangrene. 

Heart. — Weight  90  grams.  The  organ  is  probably  a  little  atrophied  but 
otherwise  normal. 

Spleen. — Weight  60  grams.    Appears  normal. 

Kidneys. — Weight  of  each  60  grams.  Cortex  a  little  pale;  otherwise 
normal. 

Bladder  normal. 

Liver. — Weight  650  grams.  Tissue  normal.  A  little  dark  bile  in  the 
gall  bladder. 

Cause  of  Death.  Paresis. — Immediate.  General  exhaustion  with  de- 
cubitus, and  septic  broncho-pneumonia. 

Histological  Examination  by  Dr.  Achucarro. — Sections  from  the 
Mother. — The  histological  picture  in  all  regions  examined  (precentral, 
frontal,  occipital  convolutions,  and  Ammon's  horn)  is  a  typical  one  of 
general  paralysis.  We  will  not  insist  here,  upon  the  description  of  th6 
characteristics  of  general  paralysis,  and  we  will  only  mention  briefly  the 
most  important  findings.  A  diffuse  inflammatory  infiltration  of  the  peri- 
vascular spaces  could  be  easily  detected  in  all  sections.  The  exudates 
consisted  of  lymphocytes  and  plasma  cells  and  were  most  prominent  in 
the  frontal  region.  Stabchenzellen  of  typical  needle-like  form  were  present 
everywhere  in  the  cortex,  the  destruction  of  ganglion  cells  was  marked, 
and  there  was  present  marked  neuroglia  proliferation.  The  pia  was  in- 
volved by  the  inflammatory  process  and  infiltrated  with  plasma  cells  and 
lymphocytes.  The  examination  of  the  Ammon's  horn  showed  the  same 
process  with  great  intensity;  the  layer  of  the  pyramidal  cells  being  de- 
stroyed or  absent  in  considerable  extent,  so  that  no  ganglion  cells  could 
be  found  at  the  bending  portion  or  Umbiegungstelle  of  the  curve  formed 
by  the  layer  with  which  we  are  dealing.  We  mention  this  fact  on  account 
of  the  same  condition  being  present  in  the  Ammon's  horn  of  the  son. 

Sections  from  the  Patient. — The  cerebral  cortex  of  the  cerebellum, 
medulla,  chord,  and  the  upper  cervical  sympathetic  ganglion  of  the  juvenile 
case  were  examined  by  various  stains  (Toluidin  blue,  scarlet  red,  Van 
Gieson,  Cajal,  Bielschowsky,  Lhermitte  for  neurologia,  and  stain  for  the 
protagonoid  substances). 

Also  in  this  case,  the  examination  of  the  cerebral  cortex  in  different 
regions  never  failed  to  show  most  markedly  the  presence  of  a  diffuse  in- 
flammatory infiltration  surrounding  the  blood  vessels,  and  the  exudates 
were  also  more  prominent  in  the  frontal  lobe.  Some  points  concerning  the 
constitution  of  the  exudates  seem  to  be  worthy  of  mention.  Lymphocytes 
and  large  mononuclear  cells  were  more  numerous  than  the  plasma  cells,  a 
larger  amount  of  mast  cells  was  found  than  is  usual  in  cases  of  paresis, 
and  a  much  larger  number  of  Kornchenzellen  was  present  in  some  regions, 
especially  in  the  Ammon's  horn. 

Great  numbers  of  Stabchenzellen  were  scattered  in  all  sections  examined 
and  the  application  of  several  methods  was  able  to  show  that  many  of  these 
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cells  were  adapted  to  the  protoplasmic  processes  of  the  ganglion  cells 
and  that  their  protoplasm  contained  granules  of  fatty  or  protagonoid  sub- 
stances. The  neuroglia  proliferation  and  the  destruction  of  nervous  ele- 
ments were  very  marked  and  the  same  disappearance  of  the  ganglion  cells 
was  found  here  at  the  so-called  Umbiegungstelle. 

Also  in  the  cerebellum  the  perivascular  infiltrations  were  considerable 
as  well  as  the  destruction  of  the  Purkinje  cells.  By  the  method  of  Cajal 
(which  stains  the  pericellular  baskets  around  the  Purkinje  cells)  these 
cells  had  disappeared  in  many  places  while  the  pericellular  structures  still 
remained.  By  the  Nissl  method  several  double-nucleated  cells  were  found 
and  this  fact  wants  to  be  mentioned  because  several  similar  findings  have 
been  reported  in  cases  of  juvenile  paralysis  by  Straussler,  Rondoni,  Trapet 
and  Hough  of  this  hospital,  and  interpreted  as  evidences  of  abnormalities 
of  development  in  these  cases. 

The  chord  showed  the  picture  of  a  combined  sclerosis  of  the  posterior 
columns  and  the  pyramidal  tracts.    Some  infiltrations  were  also  found  here. 

Some  other  points  of  histological  interest  were  found  in  this  case,  but 
for  the  aim  of  the  present  paper  it  will  be  sufficient  to  ascertain  the  histo- 
logical diagnosis  of  general  paralysis  in  both  the  mother  and  child. 

We  are  indebted  to  Dr.  Wm.  H.  Hough,  of  the  hospital  staff, 
for  the  various  examinations  of  the  cerebro-spinal  fluid. 

Government  Hospital  for  the  Insane,  Washington,  D.  C. 


DISCUSSION 

Dr.  Sydney  Kuh,  of  Chicago. — I  rise  to  discuss  the  interesting  report 
of  Dr.  Miller  merely  because  he  requested  me  to  do  so.  In  the  course  of 
lo  or  12  years  I  have  had  opportunity  to  examine  two  cases  of  juvenile 
paresis  and  in  both  instances  even  a  mere  neurologist  could  not  be  in 
doubt  about  the  diagnosis. 

The  first  patient  was  15  years  old  at  the  time  of  the  examination.  As 
far  as  the  family  history  was  concerned  I  could  get  no  history  of  syphilis. 
I  have  always  believed  though  that  there  is  no  paresis  without  syphilis. 
There  were  a  number  of  children  in  the  family  and  in  each  and  every  one 
of  them  there  were  some  physical  findings  very  suggestive  at  least  of  con- 
genital syphilis. 

The  second  case  was  a  young  man  who  at  the  time  of  the  examination 
was  17.  He  came  alone  and  I  have  no  accurate  information  as  to  the 
duration  of  the  disease  at  that  time.  The  case  is  particularly  interesting 
because  in  it  one  might  see  support  of  the  theory  of  a  syphilitic  virus  of 
special  malignancy  to  the  nervous  system.  When  the  patient  came  to  me 
with  marked  symptoms  of  general  paresis  he  informed  me  that  his  mother 
was  dead  and  that  she  had  suffered  from  locomotor  ataxia.  His  case  has 
been  published,  but  it  is  probably  in  a  journal  not  accessible  to  you. 

From  her  first  husband  there  was  a  child ;  from  the  second  husband  there 
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were  three.  The  former  was  well,  but  the  latter  one  is  now  at  the  Cook 
County  Hospital  in  Chicago,  with  the  symptoms  of  tabes  and  optic  atrophy. 
The  second  child  was  a  young  woman  who  died,  a  postmortem  was  made, 
and  the  evidences  of  cerebro-spinal  lues  found.  The  third  child  was  the 
case  of  juvenile  paresis.  There  were  four  cases,  three  of  syphilitic  .disease. 
Dr.  Miller  has  spoken  of  the  relatively  simple  form  of  mental  disturb- 
ance observed  in  general  paresis  amongst  the  adolescents.  The  explanation 
is  a  very  simple  one :  The  disease  occurs  at  an  age  at  which  the  mind  is  not 
yet  fully  developed,  when  mental  processes  are  relatively  simple  and 
primitive. 


A  CLINICAL-ANATOMICAL  CLASSIFICATION  OF  THE 
SENILE  AND  ARTERIOSCLEROTIC  DISORDERS. 

By  CHARLES  I.  LAMBERT,  M.  D., 
New  York  Psychiatric  Institute,  Ward's  Island,  N.  Y. 

SENILE  DISORDERS. 

I.  Senescence. 
II.  Senile  Dementia. 

i  Diffuse  atrophy. 
ii  Focal  atrophy. 

(a)  Hemisphere. 

(b)  Lobe. 

(c)  System. 

III.  Senile  Dementia  and  Arteriosclerosis. 

ARTERIOSCLEROTIC  DISORDERS. 

IV.  Arteriosclerotic  Disorders. 

i  Incipient  type. 
ii  Focal  types. 

(a)  Trunk  disorders. 

I.  Basilar-carotids. 

(b)  Branch  disorders. 

1.  Inferior  cerebellar. 

2.  Superior  cerebellar. 

3.  Posterior  cerebral. 

4.  Middle  cerebral. 

5.  Anterior  cerebral. 

(c)  Twig  disorders. 

1.  Medullary. 

2.  Cortical. 
V.  Conclusion. 

Senescence. 

The  completion  of  normal  growth  is  usually  attained  in  the 
fourth  decade  of  life  and  is  followed  almost  immediately  by  the 
first  signs  of  regression.  These  signs  are  likely  to  appear  earlier 
in  the  parenchyma  of  an  organ  than  in  its  mesoblastic  components, 
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the  nobler  elements  being  the  more  vulnerable.  The  central  ner- 
vous system,  like  any  other  organ,  has  its  distinct  biotrophy  or 
vital  elasticity  characteristic  of  the  individual,  and  often  of  groups 
of  related  individuals.  It  may,  therefore,  age  more  or  less  inde- 
pendently, in  some  individuals  earlier,  in  others  later,  in  all  in- 
evitably. 

When  physiological  involution  anticipates  in  time  or  exceeds  in 
direction,  extent  and  severity  normal  senescence,  the  various 
senile  and  arteriosclerotic  disorders  are  the  result.  The  former 
is  essentially  an  atrophic  parenchymatous  process,  the  latter  lar- 
gely a  mesoblastic  vascular  disorder;  between  the  two  are  inter- 
grading  conditions  and  combination  forms.  A  critical  analysis, 
however,  makes  it  possible  to  identify  the  individual  organic 
mechanisms  at  work,  estimate  the  preponderant  elements  present 
and  make  certain  clinico-anatomical  groupings  with  considerable 
precision. 

Senile  Dementia. 

Simple  Senile  Dementia. — Senile  dementia  shows  itself  particu- 
larly in  a  progressive  narrowing  of  interests  and  impairment  of 
retention  with  their  consequent  disorders  in  orientation,  elabora- 
tion and  train  of  thought;  it  is  usually  independent  of  simple 
arteriosclerosis  and  vascular  lesions.  Any  further  psychotic  feat- 
ures present  are  comparable  with  similar  conditions  occurring  in 
earlier  life,  except  as  they  may  be  modified  by  the  senile  changes 
which  form  the  setting  and  background  of  the  psychotic  picture. 

The  brain  shows  a  general  atrophy,  narrowing  of  the  convolu- 
tions, widening  of  the  sulci,  dilatation  of  the  ventricles  and  reduc- 
tion in  gross  weight.  Nerve  fibre  loss  is  marked  especially  in  the 
first,  second  and  third  layers  of  the  cortex.  The  nerve  cell  count 
is  diminished  often  to  an  extreme  degree ;  many  cells  show  acute 
or  chronic  alterations ;  both  the  large  and  small  cells  contain  much 
pigment;  in  the  superficial  layers  more  especially  microscopic 
focal  necrosis  is  generally  present  and  seems  to  bear  a  direct 
relationship  to  nerve  cell  loss.  The  neuroglia  contains  more  or 
less  pigment ;  hyperplasia  and  hypertrophy  of  the  neuroglia  varies 
in  proportion  to  the  rate  and  degree  of  parenchymatous  degen- 
eration and  terminal  toxic  states.  The  pia  and  blood-vessels  show 
essentially  regressive  alterations. 
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Senile  Dementia  mith  Focal  Atrophies. — While  simple  senile 
dementia  is  usually  a  diffuse  non-systemic  disorder  involving 
cortex  and  marrow,  brain  and  cord,  atrophy  may  reach  a  higher 
grade  in  certain  fields,  justifying  the  belief  that  an  elective 
atrophy,  conditioned  perhaps  by  a  different  life  capacity  or  greater 
vulnerability  of  certain  regions  of  the  brain,  may  involve  an  indi- 
vidual hemisphere,  lobe  or  functional  system.  It  is  rather  striking 
that  the  left  hemisphere,  the  left  temporal  and  occipital  lobes,  are 
more  likely  to  be  thus  involved.  In  these  localities,  aside  from  the 
gross  evidence  of  atrophy,  numerous  microscopic  necrotic  foci 
are  seen,  associated  with  which  are  various  degrees  of  nerve-cell 
loss.  In  consequence,  focal  symptoms  more  or  less  definite,  may 
arise,  corresponding  to  the  special  field  involved  and  the  degree 
of  injury  sustained.  It  seems  very  probable  (Pick)  that  certain 
word  amnesias  and  paraphasic  disorders  may  on  this  basis  indicate 
a  waning  excitability  of  the  auditory-sensory  field,  prodromata, 
perhaps,  of  approaching  senile  alterations.  Certain  transcortical 
disorders  may  have  a  similar  basis.  Likewise  certain  hemianopic 
affections,  evidences  of  mind-blindness  and  asymbolic  disorders 
are  to  be  correlated  with  the  occipital  lobe  atrophies.  Careful 
casuistic  studies  are  here  needed.  It  is  not  impossible  that  a 
methodical  analysis  of  certain  of  the  senile  confusions  might 
reveal  interesting  data  along  these  lines.  It  is  a  significant  fact, 
that  function  is  more  subtle  than  structure,  that  physiological 
disturbances  may  precede  demonstrable  lesions.  A  study  of  the 
nerve-cell  content  and  layering  in  these  circumscribed  atrophic 
fields  is  one  of  the  present  problems. 

Senile  Dementia  and  Arteriosclerosis. — Senile  dementia  has  yet 
another  aspect  in  that  it  may  be  compounded  with  arteriosclerosis. 
While  senile  vessel  changes  are  not  necessarily  arteriosclerotic 
and  arteriosclerosis  may  be  present  and  bear  no  obvious  relation- 
ship to  the  senile  atrophy,  being  merely  a  concomitant  process, 
sometimes  a  definite  relationship  exists.  The  most  evident  form 
which  arteriosclerosis  takes  involves  the  terminal  and  short  cor- 
tical vessels  and  small  wedge-shaped  foci  of  essentially  cortical 
softening  may  be  the  result.  These  foci  may  be  found  in  limited 
fields  of  the  cortex  and  if  multiple  and  extensive  may  lead  to 
cortical  irritative  or  focal  defect  symptoms  in  addition  to  the 
characteristic  picture  of  senile  dementia. 
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Briefly  summarized :  In  the  sixth,  seventh  and  eighth  decades 
of  life,  all  transitions  from  the  normal  senium  to  a  profound  de- 
mentia may  exist ;  the  degree  of  dementia  is  roughly  proportioned 
to  the  relative  loss  of  brain  weight  and  degree  of  parenchymatous 
degeneration  present;  the  process  is  usually  diffuse  and  non- 
systematized  ;  sometimes  a  seeming  elective  atrophy  is  present,  and 
occasionally  arteriosclerosis  is  associated,  involving  particularly 
the  finer  cortical  vessels. 

The  Arteriosclerotic  Disorders. 

The  Arteriosclerotic  Disorders. — The  essentially  arteriosclerotic 
disorders,  on  the  other  hand,  develop  clinically  and  usually  reach 
their  culmination  in  the  fourth,  fifth  and  sixth  decades  of  life,  in 
a  period  before  senile  changes  normally  become  evident.  In  their 
incipiency  the  arteriosclerotic  disorders  are  little  seen  in  the 
asylums,  but  retrospective  evidence  of  the  cardiac-vascular- 
nervous  prodromata  often  appear  in  the  anamnesis  of  those  who 
later  develop  focal  arteriosclerotic  disorders. 

The  prodromes  which  arouse  a  justifiable  suspicion  of  general, 
more  particularly  cerebral  arteriosclerosis,  may  occur  relatively 
early,  usually  in  individuals  of  a  pathological  type,  often  with 
familial  tendencies.  They  present  a  neurasthenic  complex  (Win- 
scheid,  Alzheimer,  Binswanger)  ;  are  uneven,  abnormally  irritable, 
restless,  sleepless  and  suspicious,  occasionally  exhibiting  paranoic 
trends ;  complain  of  head  pressure  or  of  sudden  severe  occipital 
headaches  and  positional  attacks  of  vertigo  and  palpation  of  the 
heart ;  show  mental  fatigability  and  physical  exhaustibility ;  dis- 
play a  capricious  memory,  especially  for  names  and  numbers  and 
lapses  in  the  train  of  thought ;  blood  pressure  of  150  mm.  or  more, 
increased  tendon  reflexes  and  muscular  hypertonus  are  the  rule. 
The  operation  of  the  mechanism  underlying  this  cardiac-vascular- 
nervous  syndrome  is  obscure ;  only  in  the  sequelae  of  changes  and 
development  of  defect  symptoms  in  the  fifth  and  sixth  decades, 
does  the  relationship  come  out  more  clearly. 

There  is  a  tendency  for  the  arteriosclerotic  disorder  to  in- 
volve certain  vessels  or  systems  of  vessels.  Thus  the  focal  lesions 
may  be  large  or  small,  multiple  or  diffuse,  and  may  be  referred  to 
known  vascular  zones  with  considerable  precision ;  hence  the  plan 
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of  designating  the  disorders  as  those  of  the  trunks,  branches  and 
twigs. 

Basal  Vessel  Disorders. — The  larger  basal  vessels,  trunks,  either 
by  obliteration  directly  or  by  tortuosities  or  aneurysms  pressing 
upon  contiguous  brain  tissues,  especially  the  cranial  nerves,  may 
give  rise  to  various  neurological  symptoms. 

Inferior  and  Superior  Cerebellar  Arteries. — Obliteration  or  oc- 
clusion of  the  inferior  and  superior  cerebellar  arteries  may  pro- 
duce lesions  with  a  definite  neurological  complex,  but  with  little 
or  no  directly  associated  mental  disturbances  aside  from  the  gen- 
eral arteriosclerotic  syndrome. 

Posterior,  Middle  and  Anterior  Cerebral  Arteries. — Obliteration 
or  occlusion  of  the  larger  primary  cerebral  arteries,  posterior, 
middle  and  anterior,  or  their  individual  branches  of  distribution, 
give  rise  to  the  larger  cerebral  focal  disorders,  hemianopsia, 
aphasia,  palsies,  etc.  Aside  from  the  physical  disorder  resulting 
in  such  instances,  the  associated  mental  features  are  not  only  those 
of  defect,  i.  e.,  a  deficiency  in  the  psychic  content,  but  are  those 
also  of  a  greater  or  less  disassociation  of  the  functional  compon- 
ents still  active :  in  the  first  place,  because  of  the  loss  of  so  much 
psychic  material,  and  secondly,  the  consequent  interferences  with 
the  correlative  and  elaborative  capacity  of  the  cerebral  mechanism, 
the  clearer  illustrations  of  which  we  see  in  the  aphasic  and  hemia- 
nopic  disorders,  the  vaguer  in  the  general  intellectual  and  affective 
disorders  of  the  patient. 

The  Medullary  and  Cortical  Vessel  Disorders. — A  series  of 
cases  have  to  do  with  the  terminal  vessels  of  distribution  to  the 
marrow  and  to  the  cortex.  The  medullary  vessels  penetrate  the 
marrow  from  the  pia,  are  fewer  in  number  and  anastomose  less 
freely  than  the  cortical  vessels.  The  two  systems  are  strangely 
enough,  almost  without  exception,  affected  quite  independently  of 
each  other  and  give  rise  to  clinical  complexes  essentially  different 
and  fairly  recognizable. 

Medullary  Vessel  Disorders. — In  the  medullary  vessel  disorders 
the  anatomical  defects  consist  of  small  foci  of  softening,  rare- 
factions and  atrophies  in  the  marrow,  basal  nuclei  and  brain  stem. 
Depending  upon  the  multiplicity  and  distribution  of  these  foci,  the 
clinical  picture  will  vary.  In  addition  to  the  usual  subjective 
arteriosclerotic  symptoms,  the  further  development  of  the  dis- 
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order  is  indicated  by  light  or  usually  transitory  apoplectiform  at- 
tacks ;  with  repetition,  defect  symptoms  manifest  themselves.  The 
defects,  and,  therefore,  the  attacks,  may  be  isolated  and  widely 
scattered  and  reveal  themselves  in  any  of  the  sensory  or  motor 
fields.  Physical  and  mental  enfeeblement  may  become  extremely 
marked  in  the  final  stages  of  this  disorder.  Hemorrhage  is  most 
common  in  this  class  of  cases. 

Cortical  Vessel  Disorders. — The  cortical  vessel  disorders  affect 
the  short  cortical  vessels.  A  single  or  several  terminal  arteriole 
systems  may  be  involved  or  the  process  may  be  quite  general. 
In  the  developmental  stage  the  symptoms  are  usually  irritative, 
twitchings,  choreiform  movements,  light  epileptiform  or  apoplecti- 
form attacks  may  occur.  With  the  disappearance  of  the  nervous 
parenchyma  and  extension  of  the  process,  focal  defect  symptoms 
may  develop ;  if  the  process  becomes  diffuse,  widely  scattered 
defect  symptoms  appear  and  a  profound  dementia  develops. 

This  plan  of  study,  although  somewhat  dogmatic,  affords  a  plan 
for  the  orderly  arrangement  of  facts.  It  has  allowed  us  to  make 
certain  clinical-anatomical  groups  with  considerable  accuracy. 
Moreover,  it  gives  us  an  analytical  and  synthetical  survey  of  the 
senile  and  arteriosclerotic  disorders,  helps  us  to  recognize  the  gaps 
in  our  knowledge,  to  understand  the  difficulties  which  arise  and 
suggests  to  us  the  direction  which  research  must  pursue  to  fill 
them. 
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By  albert  warren  FERRIS,  A.  M.,  M.  D., 
President,  N.  Y.  State  Commission, in  Lunacy,  Albany,  N.  Y. 

The  increase  in  the  number  of  insane  entering  the  State  hos- 
pitals in  many  States  prompts  the  frequent  question  by  the  lay- 
man, "  Is  insanity  increasing  ?  "  Our  answer  is  that  we  are  not 
at  all  sure  that  it  is  increasing.  We  account  for  the  accretion  of 
dependents  in  our  care  as  being  due  to  several  causes. 

1.  Financial  Stress. — This  prompts  many  to  seek  State  aid  who 
hitherto  have  concealed  and  cherished  in  their  own  homes  the 
insane  members  of  their  family  circle.  Their  reluctance  has 
abated;  they  have  been  reassured  by  the  kindness  of  the  nurses 
and  physicians,  and  they  finally  realize  that  the  care  of  the 
stranger  is  equal  to  or  better  than  their  own,  and  that  the  patient 
is  at  least  as  comfortable  as  at  home. 

The  ground  for  this  explanation  of  the  appeal  to  State  aid  dur- 
ing financial  stress  is  found  in  the  great  numbers  of  aged  or 
infirm  patients  admitted,  whose  psychoses  date  from  a  fairly 
remote  period. 

The  truth  of  the  general  statement  regarding  financial  stress  is 
not  controverted  by  the  fact  that  such  patients  are  not  withdrawn 
when  times  are  better,  and  money  is  more  plentiful;  for  by  that 
time  fear  of  the  institution  has  vanished,  and  the  relatives  are 
satisfied  to  have  the  State  carry  the  burden. 

2.  The  diminishing  aversion  to  the  public  hospital,  heretofore 
considered  soulless  and  uninterested  if  not  cruel.  The  feeling  of 
dread  of  a  public  hospital  was  not  entirely  removed  when  the 
appellations  "  asylum  "  and  "  keeper  "  were  supplanted  by  "  hos- 
pital "  and  "  nurse."  This  feeling  still  persists  to  a  surprisingly 
great  extent  in  intelligent  circles,  and  it  appears  to  me  to  be 
increasing.  Together  with  the  startling  increase  in  luxury  and 
self-indulgence  we  find  an  aversion  to  even  the  thought  of  suffer- 
ing, or  deprivation,  or  illness.  The  idea  of  insanity  is  shunned  by 
a  large  proportion  of  the  happy  rich  or  well-to-do;  the  word  is 
tabooed;  the  grave  responsibility  of  the  individual  and  the  State 
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is  avoided;  information  regarding"  the  methods  by  which  the 
mentally  afflicted  are  cared  for  is  not  sought;  and  the  uppermost 
desire  seems  to  be  to  forget  the  existence  of  conditions  surround- 
ing the  life  of  thousands  of  suffering  fellow-beings.  Happily, 
many  notable  exceptions  occur  in  the  persons  of  people  of  large 
wealth,  who  give  of  their  means  and  time  unsparingly  in  the 
service  of  the  insane. 

3.  Longevity  of  the  Race. — Dana,  of  New  York,  has  drawn 
attention  to  the  fact  that  the  race  is  longer  lived.  He  tells  us  that 
in  1840  the  average  age  at  death  was  about  28  years.  In  1900  the 
average  age  had  increased  to  34.5  years,  thus  bringing  more 
people  into  the  third  decade  of  life,  which  is  the  most  fruitful 
decade  in  insanity.  C.  H.  Sears,  the  statistician  of  the  New  York 
State  Commission  in  Lunacy,  has  computed  the  number  of  insane 
properly  expected  in  1900,  deduced  from  this  basis  of  deaths  and 
age  distribution  in  1840,  as  27.8  per  cent  greater  than  in  1840. 
Thus  do  the  refinements  of  medicine,  so  unfortunate  for  the  race 
and  so  satisfactory  for  the  individual,  prop  up  and  fortify  young 
people  with  feeble  constitution  until  they  can  marry  and  beget 
children,  thus  aiding  in  the  survival  of  the  unfit  and  augmenting 
the  number  of  insane  patients. 

4.  Immigration. — Foreign  immigration  has  increased  the  num- 
ber of  patients  under  our  care,  though  the  present  national  admin- 
istration is  exercising  as  satisfactory  control  over  the  situation  as 
the  insufficient  funds  at  the  disposal  of  Commissioner  Williams 
at  the  port  of  New  York  will  permit.  It  may  be  mentioned  in 
passing  that  the  foreign  bom  insane  in  the  New  York  State 
Hospitals  constitute  45.2  per  cent  of  the  total  number,  while 
about  35  per  cent  of  the  total  population  of  the  State  is  of  foreign 
birth.  The  period  within  which  immigrants  becoming  insane  from 
causes  existing  previous  to  landing  may  be  deported  should  be 
five,  instead  of  three  years. 

The  comparison  of  population  to  insane  in  New  York  State  is 
as  follows  for  the  last  20  years : 

Years.  Population.  Number  of  Insane. 

1890  6,171,586  16,006 

1895  6,720,239  20,216 

1900  7,268,894  23,778 

190S  8,067,308  27,406 

1910  8,865,722  (estimated)        32,650 
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Let  me  present  some  additional  statistics. 

Duration  of  Sane  Interval  in  Male  Cases  Readmitted. 

24  per  cent  less  than  6  months. 

35    "       "      "       "     I  year. 

64    "       "      "       "     3  years. 

10    "       "      3  to  10  years  or  over. 

Female  cases  show  a  slightly  longer  sane  interval  because  their 
manic-depressive  attacks  recur  at  longer  intervals  than  those  of 
male  patients. 

Length  of  Hospital  Residence  of  Cases  who  Recover. 

S3  per  cent  between  i  and  12  months. 
17    "      "     over  I  year. 

6    "      "         "    2  years. 

4  3 

3    "      "        "    5      " 

Nearly  45  per  cent  of  the  cases  that  recover  have  suffered  less 
than  one  month  from  their  psychoses  previously  to  admission; 
nearly  90  per  cent  of  the  recovering  cases  have  suffered  from 
their  psychoses  less  than  one  year  previously  to  admission. 

Length  of  Hospital  Residence  of  Male  Cases  who  Die. 

14  per  cent  under  i  month. 
25     "      "         "       3  months. 
35     "      "         "       6        " 
48    "      "         "       I  year. 

Female  cases  who  die  survive  somewhat  longer  than  male  cases, 
because  of  the  decreased  prevalence  of  general  paresis  among 
women. 

These  figures  suggest  that  earlier  admission  will  save  many 
cases ;  and  that  proper  home  environment  will  prevent  the  return 
or  lengthen  the  sane  interval  of  many  readmitted  cases.  Early 
admission  means  shorter  hospital  residence  and  a  reduction  of 
the  financial  burden  of  the  State.  Environment  so  adjusted  as  to 
provide  proper  physical  and  mental  hygiene  will  reduce  the  num- 
ber of  cases  and  ensure  longer  periods  of  self-support. 

The  most  important  and  imperative  duty  before  us  is  to  adopt 
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such  measures  of  prevention  as  may  be  practicable.  These  meas- 
ures seem  to  me  to  be  the  following : 

I.  Field  Work  by  Special  Physicions  Attached  to  the  Staffs  of 
the  State  Hospitals. — By  this  I  mean  that  a  male  and  a  female 
physician  should  be  assigned  by  the  superintendent  of  each  hos- 
pital to  visit  and  study  localities  which  seem  to  be  especially  pro- 
ductive of  insane  cases  which  are  received  by  that  particular  hos- 
pital. They  shall  ascertain  from  the  case  histories  of  patients 
what  are  the  precipitating  factors  in  the  production  of  the  mental 
trouble,  and  armed  with  this  information,  they  shall  proceed  to 
explore  the  homes  of  the  patients,  with  the  idea  of  making  practi- 
cal suggestions  as  to  hygiene,  sanitation,  change  of  food  or  of  its 
preparation;  adjustment  of  such  school  difficulties,  or  parental 
conflicts,  or  incompetence,  as  may  exist ;  investigation  and  deter- 
mination of  undermining  agencies ;  examination  of  other  members 
of  the  family,  including  younger  children,  with  a  view  to  warning 
the  parents  of  the  dangers  and  suggesting  proper  changes  in 
environment.  A  female  physician  will  be  able  to  secure  con- 
fidence in  many  cases  where  a  man  would  fail. 

The  kindly  interest  of  the  field  physicians  will  be  a  matter  of 
common  report  in  a  locality,  and  information  will  be  given  to 
them  of  incipient  cases  to  whom  early  and  prompt  aid  can  be 
brought,  and  voluntary  admission  into  a  hospital  suggested. 
Criticism  on  moral  or  industrial  conditions  will  be  accepted  and 
followed  with  much  less  hesitation  if  they  come  from  physicians. 

To  the  family  of  the  discharged  patient  the  field  physician  will 
carefully  explain  the  printed  directions  given  to  them  by  the 
superintendent,  sentence  by  sentence,  making  practical  remarks 
in  elucidation.  Following  is  the  circular  of  directions  placed  in 
the  hands  of  a  relative  upon  the  discharge  of  a  patient  from 
Buffalo  State  Hospital: 

State  of  New  York — Buffalo  State  Hospital. 

To  the  Friends  of  Patients: 

The  superintendent  begs  leave  to  offer  the  following  advice  for  the 
benefit  of  the  patient  who  is  leaving  the  hospital,  with  the  view  of  pre- 
venting, if  possible,  a  return  of  the  mental  attack: 

Those  conditions  and  surroundings  which  operated  in  bringing  about  the 
first  attack  should  be  avoided, -and  as  far  as  possible,  remedied.  Where 
the  surroundings   were  objectionable,  a  change  should  be  made  in  resi- 
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dence.  Bad  associates  should  by  all  means  be  avoided.  In  order  to  effec- 
tually change  the  surroundings  and  associates,  it  is  frequently  necessary 
to  move  to  another  section  of  the  city,  or  even  leave  town  and  take  up  life 
in  another  community. 

Oftentimes  it  is  embarrassing  to  the  patient  to  have  the  subject  of  the 
former  residence  in  the  hospital  discussed.  See  that  the  patient  avoids  all 
forms  of  dissipation;  endeavor  to  keep  the  patient  occupied  and  establish 
regular  hours  for  meals  and  for  retiring.  During  the  summer  months, 
where  it  is  possible,  it  is  well  for  the  patient  to  go  to  the  country  for  a 
short  time  at  least.  The  home  life  should  be  made  as  pleasant  as  possible 
and  friends  should  endeavor  to  encourage  and  help  in  every  way. 

Inasmuch  as  it  is  the  practice  of  this  institution  to  parole  for  a  period  of 
thirty  days  before  discharging  a  patient,  it  should  be  considered  a  duty  on 
the  part  of  relatives  to  encourage  the  patient  to  return  to  the  hospital  once 
a  week  during  the  parole  period  to  consult  with  his  former  Ward  Physician 
in  reference  to  the  progress  of  his  convalescence,  and  to  seek  from  him 
advice  as  to  the  best  mode  of  living.  The  patient,  at  the  same  time,  should 
have  instilled  into  his  mind  that  the  idea  of  these  regular  visits  to  his 
physician  is  not  for  the  purpose  of  his  possible  return  to  the  institution, 
but  rather  to  prevent  a  recurrence  of  his  disease,  and  hence  the  necessity 
for  a  recommitment. 

Whenever  a  paroled  patient  declines  to  return  to  the  institution,  it  is  well 
to  keep  him  under  careful  observation,  and  in  case  of  any  illness,  or  a  sus- 
picious symptom  of  his  former  malady,  the  family  physician  should  be  im- 
mediately consulted,  and  then  if  advice  is  desired,  a  letter  addressed  to  the 
superintendent  will  receive  a  prompt  answer. 

Arthur  W.  Hurd,  M.  D., 
Superintendent. 

2.  Social  Service  by  Lay  Committees. — This  is  closely  con- 
nected with  the  work  of  the  field  physicians.  In  New  York  State 
the  band  of  independent  philanthropists,  unpaid  by  the  State,  and 
organized  under  the  name  of  the  State  Charities'  Aid  Association, 
performs  services  of  the  utmost  value,  of  this  nature.  This 
organization,  following  a  suggestion  by  Miss  Louisa  Lee  Schuyler, 
made  in  1905,  has  created  in  connection  with  each  of  five  of  our 
State  hospitals  for  the  insane  a  "  Sub-committee  on  Prevention 
and  After-care,"  to  take  up  the  matter  of  finding  friends  and 
work  for  the  discharged  patient.  This  committee  is  composed  of 
the  hospital  superintendent,  some  members  of  the  staff  of  physi- 
cians, some  of  the  local  board  of  managers,  and  other  devoted 
men  and  women  who  give  their  time  and  thought  to  the  unfortu- 
nate insane.  Here  is  the  place  and  opportunity  for  "  team  work." 
The  after-care  friends,  constantly  in  touch  with  field  physicians 
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and  superintendent,  will  be  able  to  receive  paroled  cases  much 
earlier  than  otherwise,  and  the  State  will  thereby  economize. 
Co-operating  with  the  members  of  this  committee,  the  field  physi- 
cians can  devise  the  best  possible  instruction  in  avoidance  of 
future  mental  impairment  through  the  regulation  of  reading, 
recreation,  occupation,  diet,  habits,  clothing,  child-care,  etc.  To- 
gether they  can  ferret  out  the  troubles  that  underlie  domestic 
infelicity  and  occasionally  remove  the  cause  which  operates  to 
divide  a  family  or  promotes  dissension,  or  produces  stress  and 
strain  and  thereby  proves  the  precipitating  agency  in  the  provoca- 
tion of  insanity. 

An  instance  of  a  family  of  insane  dependents  illustrates  the 
operation  of  stress  and  strain  to  render  a  psychopathic  family 
helpless  and  render  it  dependent  upon  the  State.  This  family 
consists  of  an  inebriate  father  who  married  a  normal  woman  with 
two  insane  brothers.  The  father  has  an  insane  brother.  From 
this  union  sprang  three  children,  all  of  whom  have  been  insane 
from  time  to  time,  and  who  alternated  in  residence  at  a  State 
hospital  as  committed  insane  patients,  joined  at  intervals  by  their 
uncles,  and  once  by  their  father.  The  superintendent  of  the  hos- 
pital retained  the  father  in  custody  until  he  could  put  him  in  good 
condition,  mentally,  morally  and  physically,  and  discharged  him  in 
such  form:  that  for  the  first  time  in  the  recollection  of  the  family 
he  has  been  sober,  industrious  and  kind.  He  has  paid  off  s.  mort- 
gage on  the  farm  and  is  putting  money  in  bank. 

Uncle  Father  Mother  Dncle  Uncle 


Insane        Inebriate,  Insane- 


Daughter 


-Normal  Insane  Insane 


Son  Son 


Insane  Insane  Insane 

"  H  "  Family  in  New  York  State. 

The  two  sons  are  working  and  there  is  an  atmosphere  of  peace 
and  happiness  in  the  home.  Two  uncles  still  remain  under  care, 
but  all  the  members  of  one  household  are  out  of  the  hospital. 
Such  a  result  can  be  duplicated  in  many  instances  by  field  physi- 
cians  working   in   consonance   with   after-care   people.      Actual 
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prophylactic  work  will  be  possible  under  close  medical  and  lay 
organization,  and  definite  results  will  be  reached.  The  discharged 
patient  will  return  to  fewer  difficulties.  The  improved  environ- 
ment will  produce  fewer  patients.  The  hospital,  following  the 
suggestion  of  Professor  Adolf  Meyer,  will  become  "  the  center  of 
organized  work  in  the  district." 

3.  Co-operation  of  Physicians  cmd  Special  Societies. — The  co- 
operation of  physicians  can  be  obtained  in  two  ways:  First,  by 
requesting  the  presence  of  the  family  physician  at  the  staff  meet- 
ings at  which  the  patient  is  presented,  as  suggested  by  Meyer. 
Second,  by  the  organization  of  an  out-patient  department  in  con- 
nection with  each  State  Hospital,  as  advised  by  Dr.  William 
Mabon,  superintendent  and  medical  director  of  Manhattan  State 
Hospital,  New  York  City,  following  a  cognate  suggestion  by  the 
Charities  Aid  Association,  and  successfully  established  at  St. 
Lawrence  State  Hospital  by  Dr.  Richard  H.  Hutchings,  its 
superintendent. 

At  the  staff  conference  th^  family  physician  is  made  familiar 
with  the  history  of  the  patient  from  the  psychiatrist's  standpoint, 
and  his  attention  is  specially  invited  to  the  early  causes  and  con- 
tributing agents,  and  the  earliest  developments  of  mental  abnor- 
malities which  have  resulted  in  mental  impairment.  Possibilities 
of  early  harmonizing,  managing  or  avoiding  undermining  cir- 
cumstances and  correcting  deep  underlying  causes,  such  as  morbid 
mental  hygiene,  are  unfolded  and  serve  as  suggestions  for  guiding 
other  possible  patients.  Another  useful  feature  of  the  family 
physician  consists  of  the  practical  management  of  the  individual 
hospital  case:  the  therapeutic  occupation,  the  re-education,  the 
help  in  emerging  from  a  subservience  to  perplexing  and  distract- 
ing thought,  the  suggestions  for  after-care  management. 

The  out-patient  department  at  a  State  hospital  should  be  con- 
ducted as  a  bureau  of  consultation,  where  family  physicians  can 
receive  advice  and  suggestions  from  the  staff  physicians,  without 
fee,  and  retain  the  care  of  their  own  patients ;  where  patients  who 
have  sought  no  other  advice  can  be  helped,  and  in  some  cases 
urged  to  enter  the  hospital  as  voluntary  admissions.  Dr.  Hutch- 
ings finds  that  the  principal  function  of  the  out-patient  depart- 
ment is  to  advise  incipient  mental  cases. 
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Physicians  should  be  urged  to  co-operate  in  our  work  by  join- 
ing in  the  efforts  to  inaugurate  psychopathic  wards.  In  every 
city  and  large  town  there  should  be  psychopathic  wards  or 
pavilions  maintained  as  a  part  of  a  general  medical  hospital,  where 
borderland  or  undermined  cases  are  received  for  observation  and 
care,  pending  commitment  or  other  disposition ;  where  well- 
oriented,  voluntary  cases  may  receive  initial  temporary  treatment, 
and  where  decent  hospital  accommodation  may  be  substituted  for 
the  jail  and  the  lock-up.  Custom,  ignorance  and  fear  are  respon- 
sible for  jailing  hundreds  of  pitiable  insane  people  pending  com- 
mitment, all  over  the  country.  Even  so-called  enlightened  com- 
munities show  remarkable  barbarism  ini  this  matter.  Witness 
recent  Buffalo  papers,  whose  news  columns  treat  of  "  insane 
offenders,"  persons  ''  charged  with  insanity,"  "  prisoners  sus- 
pected of  insanity."  Shall  we  speak  of  a  man  in  the  delirium  of 
typhoid  as  "  a  typhoid  offender "  or  a  ''  prisoner  suspected  of 
typhoid  "  ?  Since  what  date  has  insanity,  or  the  evidence  of  ill- 
ness, been  considered  a  crime?  By  what  moral  right  is  an  insane 
person,  who  is  charged  with  no  crime,  considered  as  or  treated  as 
a  "  prisoner  "  ?  The  united  action  of  the  medical  profession  is 
needed  to  terminate  this  monstrous  injustice  promptly  and  to  com- 
pel the  humane  and  decent  treatment  of  all  alleged  insane  persons 
previously  to  their  examination  for  commitment. 

Women's  Aid  Societies  connected  with  churches,  temperance 
societies  and  Young  Men's  Christian  Associations  should  be  en- 
listed in  the  good  work  of  after-care  or  "  social  service " ;  and 
their  assistance  will  be  of  great  value. 

4.  A  Campaign  of  Interest  and  Education  constitutes  the  last 
preventive  measure  I  wish  to  advocate  at  present.  This  idea  has 
occurred  to  several  people  independently,  in  some  minds  ante- 
dating the  praiseworthy  traveling  Tuberculosis  Exhibit. 

A  set  of  free  lectures  should  be  prepared,  covering  the  history 
of  the  occurrence  and  treatment  of  insanity  and  the  various  con- 
ceptions of  it,  such  lectures  being  illustrated  by  stereopticon  pic- 
tures, some  on  moving  films.  The  old  brutalities  of  management 
and  treatment  should  be  portrayed  discreetly  and  to-day's  brutali- 
ties and  inadequacies  should  be  presented,  including  jail  quarters, 
poorhouse  neglect,  and  county  substitutes  for  care. 
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The  care  of  the  insane  patient  should  be  pictured,  from  the  time 
he  is  taken  in  charge  by  the  nurse  sent  from  the  hospital,  con- 
trasted with  the  arrest  by  a  policeman;  while  en  route;  during 
his  life  at  reception  hospital ;  in  other  parts  of  the  establishment ; 
and  in  the  convalescent  wards;  the  modem  management  of  ex- 
cited cases;  violence  and  accidents  and  how  they  are  avoided; 
personal  attention  to  those  who  are  tortured  with  impulse  to 
commit  suicide,  etc. ;  entertainments,  church  services,  industries, 
therapeutic  occupations,  school  activities,  dances  and  re-education 
work  should  all  be  illustrated,  together  with  vacation  camps — a 
special  feature. 

The  lectures  should  be  prepared  with  great  care  and  judgment, 
and  should  avoid  the  purely  sensational  while  emphasizing  the 
practical.  The  avoidable  or  manageable  causes  of  insanity  sljould 
be  handled  clearly  and  in  plain  English,  including  the  use  of 
alcohol  and  of  narcotic  drugs,  syphilis  and  fatigue.  Forcible 
truths  concerning  the  misery  caused  by  these  avoidable  causes 
should  be  stated,  and  the  possible  reduction  in  the  cost  of  main- 
tenance of  insane  dependents  should  be  indicated.  The  humani- 
tarian, the  economist  and  the  average  citizen  are  all  so  deeply 
interested  that  in  another  generation,  with  the  powerful  help  of 
the  press,  a  campaign  of  education  would  bear  abundant  fruit. 

No  time  should  be  lost  in  initiating  preventive  measures  or  in 
enlarging  the  scope  of  existing  preventive  agencies.  Valuable 
lives  are  being  jeopardized;  the  happiness  of  countless  families  is 
at  stake;  and  prophylaxis  is  the  only  true  economy  for  the 
commonwealth. 


CYCLOTHEMIA— THE  MILD  FORMS  OF  MANIC-DE- 
PRESSIVE PSYCHOSES  AND  THE  MANIC- 
DEPRESSIVE  CONSTITUTION. 

By  SMITH  ELY  JELLIFFE,  M.  D.,  Ph.  D., 

Attending  Neurologist,  City  Hospital;  Clinical  Professor  of  Psychiatry, 

Fordham  University. 

The  history  of  the  development  of  the  concept  of  a  manic-de- 
pressive psychosis  is  one  of  the  most  striking  of  comparatively 
modern  psychiatric  generalizations. 

The  generalization  that  general  paresis  was,  in  the  mental 
realm,  a  disease  entity,  in  the  final  fashioning  of  which  Falret  Sr."* 
played  so  important  a  part,  naturally  led  the  alienists  of  the  times 
to  search  for  other  types  which  from  the  same  standpoint  of 
entity  as  to  clinical  picture  might  offer  permanency  to  the  then 
rapidly  disintegrating  systems  of  Pinel  and  Esquirol. 

The  meed  of  praise  given  to  Kahlbaum  for  his  insistence  on 
the  study  of  clinical  pictures  as  a  whole,  and  which  has  enriched 
our  present  psychiatric  museum  with  such  species  and  pseudo 
species  as  hebephrenia,  catatonia,  etc.,  has  perhaps  been  ex- 
aggerated. Kahlbaum  was  far  from  being  the  first  advocate  of 
this  slogan,  so  vigorously  uttered  by  the  present  day  school.  Fal- 
ret Sr's  writings  are  many  and  unequivocal  on  this  point,  and 
antedate  Kahlbaum's  paper  on  the  Grouping  of  Mental  Diseases. 
In  his  Principles  of  Qassification,  i860,  the  newer  and  broader 
standpoint  is  shown  throughout,  and  in  his  delightful  and  valu- 
able (even  for  the  purposes  of  present  day  psychiatry)  discourse 
on  Folic  Raisonnante  (Jan.,  1866)  one  finds  him  stating  again  and 
again  that  psychiatry  has  suffered  too  much  from  the  following 
of  kaleidoscopically  varying  symptom  pictures,  regardless  of  the 
clinical  course. 

^  Recherches  sur  la  folic  paralytiques  et  les  diverses  paralysies  generales. 
These  Inaugurale.     Paris,  May  30,  1853. 
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It  was  this  clear  view  of  what  must  be  borne  in  mind,  in  order 
to  posit  a  psychosis  of  itself  that  led  him  to  the  amplification  and 
the  clearer  precision  of  ''  folic  circulaire  "  as  it  had  been  originally 
described  by  his  father  and  Baillarger  in  1854.^ 

His  father  and  himself,  writes  Jules  Falret,'  have  had  the  rare 
opportunity  to  have  been  able  to  observe  in  three  different  families 
the  existence  of  this  form  of  mental  disease  perpetuated  in  three 
generations ;  the  grandmother,  mother  and  daughter,  and  all  with 
the  same  form. 

A  point  of  interest  historically  is  that  Falret  Jr.  used  the  terms 
"  mixed  states  "  (p.  619)  in  his  paper  on  folic  circulaire,  but  gives 
no  characterization  of  what  he  meant  other  than  transitional 
periods  between  successive  phases. 

The  point  of  present  active  interest  concerns  itself  with  Jules 
Falret's  clear  recognition  of  the  attenuated  types  of  his  folic 
circulaire.  It  will  prove  of  interest  to  gather  here  what  this 
author  says  of  them.  Later  they  may  be  compared  with  contem- 
poraneous German  ideas.  Falret  first  states  that  (p.  602,  Etudes 
Cliniques,  1890)  folie  circulaire  is  (as  defined)  an  hereditary 
affection,  and  generally  found  in  a  similar  form  in  both  ascend- 
ants and  descendants.  Speaking  of  attenuated  forms  observed  in  the 
world  at  large  (p.  604,  /.  c.)  he  says,  "  In  the  first  place  there  is  a 
first  category  of  facts  which  it  is  of  importance  to  point  out  above 
all  from  the  point  of  view  of  practical  psychiatry  and  of  juris- 
prudence. One  does  not  often  enough  appreciate,  and  certainly 
one  cannot  too  often  repeat  that  one  frequently  observes,  both  in 
the  family  circle  and  in  society  at  large  individuals  who  are  not 
considered  as  sick,  even  less  as  mentally  afflicted,  and  whose  en- 
tire lives  are  passed,  isolated  for  the  most  part  by  the  people 
who  surround  them  in  a  successive  round  of  periods  of  moderate 
excitement  and  of  slightly  pronounced  melancholy,  and  who  are 
in  reality  afflicted  in  an  evident  degree,  but  more  attenuated,  with 
this  form  of  mental  malady.  They  continue  to  live  the  life  of  the 
community,  or  the  family  life  without  any  necessity  of  treat- 
ing them  as  sick,  even  quite  far  from  considering  them  as  hav- 

*  See  also  J.  P.  Falret.    La  Manie  sans  delire.    These,  1819.    J.  P.  Falret : 
Gaz.  de  Hop.,  185 1. 
'La  folie  circulaire.    Arch.  Gen.  de  Med.,  Dec.  28,  1878,  Jan.,  1879. 
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ing  a  psychosis,  and  above  all  of  shutting  them  up  in  asylums. 
So  much  so  that,  when  in  a  period  of  excitement,  these  individ- 
uals simply  appear  to  have  changed  their  character,  and  to  have 
momentarily  acquired  an  unaccustomed  activity.  They  occupy 
themselves  with  business ;  they  make  numerous  visits ;  they  write 
letters  to  those  that  they  are  not  in  the  habit  of  visiting  frequently ; 
they  have  a  desire  to  be  incessantly  on  the  move ;  they  sleep  very 
little,  make  numerous  trips  or  projects.  They  take  up,  with 
feverish  activity,  the  duties  of  their  profession,  or  even  take  up 
new  business  schemes  which  they  seek  to  advance  to  a  state  com- 
parable with  their  habitual  occupations.  They  show,  on  all  occa- 
sions, an  exaggerated  gaiety.  They  show  themselves  to  be  in- 
telligent, loquacious,  and  even  spiritual,  and  although  there  may 
be  always  present  great  disorder  in  their  acts,  and  a  certain  dis- 
connectedness in  their  speech,  those  who  have  not  known  them 
for  some  time,  or  those  who  have  not  observed  them  at  other 
times,  are  unable  to  judge  of  their  true  mental  situation,  although 
the  diseased  nature  of  this  state  does  not  escape  an  attentive  ob- 
server, and  is  often  appreciated  with  exactness  by  the  members 
of  their  families  or  by  those  who  live  with  them  habitually. 

This  diseased  character  then  manifests  itself  otherwise  when 
after  a  more  or  less  prolonged  period  of  excitation,  which  has 
passed  for  a  simple  change  of  character,  there  supervenes  little  by 
little,  or  all  at  once  in  those  individuals  who,  up  to  then,  had  shown 
gaiety  and  an  exaggerated  activity,  a  state  precisely  the  reverse, 
to  such  a  degree  that  one  would  believe  they  had  to  do  with  two 
different  individuals.  Instead  of  showing  this  exuberant  activity 
which  ceases  to  feel  neither  fatigue  nor  the  need  for  rest,  these 
patients  cease  to  go  out,  to  make  calls,  to  do  business.  They 
change  their  character  completely:  they  become  sedentary,  in- 
communicative, almost  mute ;  they  flee  from  the  world,  seek  soli- 
tude and  isolation ;  speak  little,  or  reply  briefly  to  questions  ad- 
dressed to  them,  complain  of  general  malaise,  of  a  very  sad  state 
of  suffering,  of  prsecordial  anxiety,  of  loss  of  appetite ;  they  are 
sad,  unhappy,  anxious  without  reason,  or  for  slight  occasion. 
They  are  conscious  of  their  own  condition  and  regret  it,  but  can- 
not be  brought  to  modify  them ;  they  thus  come  to  acquire  a  dis- 
taste for  living,  to  refuse  food,  and  in  extreme  cases,  they  shut 
themselves  up  in  their  rooms  for  several  months;  without  at- 
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tracting  in  a  notable  manner  the  attention  of  those  about  them, 
especially  when  one  knows  that  they  are  the  subjects  of  what  one 
vulgarly  calls  "  black  humors/'  "  the  blues." 

As  for  the  public,  they  see  these  people  only  from  time  to  time, 
and  have  no  occasion  to  see  them  when  they  are  shut  up  at  home ; 
they  cannot  doubt  the  diseased  state  in  which  they  are  found  for 
several  months,  and  when  they  see  them  appear  later  at  a  time 
when  the  period  of  excitation  surges  up,  they  then  refind  them 
such  as  they  had  known  them  before.  They  think  of  them  as 
eccentric  characters,  gay  and  lively,  and  of  feverish  activity  such 
as  they  have  observed  with  certain  individuals,  but  they  do  not 
suspect  the  existence  of  a  morbid  state  which  is  appreciable  only 
by  the  successive  reproduction  of  periods  of  excitation  and  of 
depression  which  the  world  is  not  called  upon  to  determine. 

Such  is  the  lightest  and  the  most  often  overlooked  phase  of 
folic  circulaire,  the  observation  of  which  can  only  be  made  out- 
side of  asylums  for  insane. 

Falret  then  discusses  the  severer  grades  of  folie  circulaire, 
such  as  are  observed  in  the  asylums. 

That  psychoses  showing  periodic  attacks  have  been  recognized 
for  centuries  will  admit  of  no  question,  yet  I  cannot  permit  this 
opportunity  to  go  by  without  calling  in  question  the  hasty  gen- 
eralization .that  has  been  widely  spread,  and  supported  by  so  good 
a  student  of  historical  problems  as  Farrar,*  that  Aretaeus  was 
really  the  father  of  manic-depressive  insanity.  Aretaeus  never 
dreamed  of  anything  like  the  modern  conception.  This  no  one 
will  doubt,  and  only  by  reason  of  a  definite  misinterpretation  of 
the  words  "  mania  "  and  "  melancholia,"  and  a  failure  to  realize 
what  these  words  meant  to  writers  of  the  early  centuries,  has 
such  an  erroneous  impression  originated. 

In  a  short  note  on  Hippocratic  psychiatry,'  I  have  again  called^ 
attention  to  what  has  long  been  known,  that  the  ancients  did  not 
use  the  words  mania  and  melancholia  in  any  sense  as  we  now  un- 
derstand them.  Melancholia  was  not  at  all  synonymous  with  de- 
pressive conditions  as  a  whole.  It  was  used  to  designate  at  times 
the  wildest  excitement,  and  mania  was  used  more  as  synonymous 

*  Some  Origins  in  Psychiatry,  Am.  J.  of  Insanity,  1909. 
"Alienist  and  Neurologist,  Feb.,  191a 
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with  insanity,  craziness,  etc.,  than  it  was  with  excitement.  Thus, 
for  instance,  the  word,  used  so  frequently  by  Aretaeus,  mania 
melanchoUa,  is  interpretable  only  as  a  Melancholic  Insanity,  and 
might  have  included  some  excitements  as  well  as  some  depres- 
sions. In  the  passages  so  frequently  quoted  as  substantiating  the 
claim  that  Aretaeus  noticed  the  periodic  change  from  mania  to 
melancholia,  it  strikes  me  it  has  been  entirely  overlooked  that  he 
is  discussing  the  vexed  question  of  the  relation  of  hypochondria 
to  a  depressed  melancholia,  and  all  that  his  descriptions  really  say 
is  that  a  hypochondria  passes  over  into  a  depressed  melancholia. 
So  much  for  the  early  analogies  with  the  idea  of  manic-depressive 
insanity.  I  shall  hope  to  discuss  this  more  fully  later,  but  any  one 
who  will  read  Perfect's  historical  notes,  particularly  as  applied  to 
Aretaeus,  will  perceive  that  he  at  least  had  not  been  misled  into 
assuming  that  the  ancients  used  the  symbols  mania  and  melan- 
cholia as  we  use  them  to-day. 

But  this  is  a  pure  digression  into  the  historical  realm.  I  wish 
to  assume  the  reality  of  so  clear  a  syndrome  as  to  permit  us  to 
posit  the  belief  in  a  manic-depressive  psychosis.  Not  that  every- 
thing now  thought  of  as  belonging  to  this  psychosis  will  ultimately 
find  a  resting  place  there,  but  that  there  is  a  nucleus  in  the  con- 
stellation that  is  a  mental  disorder  in  as  definite  a  sense  as  paresis 
is  a  disorder,  or  that  there  is  a  dementia  praecox  nucleus  as  well. 

Personally  the  word  cyclothemia  seems  to  be  a  useful  one,  not 
perhaps  strictly  in  the  sense  as  first  proposed  by  Kahlbaum,  but 
as  a  concept  expressing  one  of  two  things,  or  both ;  namely,  mild 
grades  of  the  manic-depressive  psychosis,  and  the  constitutional 
features  that  underlie  such  personalities.  In  the  former  sense  it 
has  received  much  attention  from  the  hands  of  modem  writers, 
particularly  Willmans,  and  in  the  latter  has  achieved  some  popu- 
larity in  France  at  the  hands  of  Deny,  and  more  particularly  by 
Kahn.' 

The  work  of  Falret,  which  can  never  be  overlooked  in  the  his- 
tory of  the  development  of  the  ideas  of  the  manic-depressive 
psychosis,  cannot  now  be  reviewed,  but  a  brief  glance  at  Kahl- 
baum's  original  paper  may  be  of  interest.  Kahlbaum,  it  will  be 
recalled,  had  already  given  the  concepts  Hebephrenia  and  Cata- 

•  Cyclothemia,  1909. 


442  CYCLOTHEMIA. 

tonia  somewhat  as  in  their  modern  cast.  In  his  paper  on  Cyclical 
Insanity  ^  he  adopts  Falret's  idea  of  a  cyclical  psychosis  as  one 
of  the  most  settled  features  in  psychiatry,  comparing  it  in  definite- 
ness  with  paresis  and  epilepsy.  He  speaks  of  it  as  extremely 
common,  and  as  occuring  also  in  such  mild  grades  as  rarely  to 
come  to  the  attention  of  asylum  physicians.  He  defines  cyclical 
insanity  in  the  conventional  manner  of  periodic  attacks  of  excite- 
ment and  depression,  following  one  another  with  real  or  apparent 
sound  intervals,  and  with  a  certain  uniformity  in  the  symptom 
picture.  He  calls  attention  to  the  apparent  anomaly  of  the  alter- 
nating or  periodic  occurrence  of  two  such  strikingly  different 
types  of  mental  disorder  as  a  part  of  what  apparently  is  a  single 
disease  process,  marked  by  a  definite  chronicity.  He  then  speaks 
of  these,  not  as  two  separate  disease  forms,  but  as  two  stages 
occurring  in  the  same  disease.  Kahlbaum  (p.  218,  /.  c.)  is  in- 
clined to  believe  that  these  manic  and  melancholic  stages  are  dif- 
ferent from  what  he  would  term  ordinary  classical  manias  and 
melancholias,  and  gives  some  interesting  differentials  which  need 
not  detain  us  at  present. 

The  manic  phase  of  cyclical  insanity  diflFers  even  more  from 
classical  mania  than  does  the  depressive  phase  from  melancholia. 
The  folic  raissonante  of  the  French  expresses  best  the  manic 
phase  of  the  disorder. 

After  a  somewhat  length  disquisition  on  philosophical  prin- 
ciples, Kahlbaum  returns  to  the  question  of  prognosis,  and  on  the 
basis  of  a  relatively  good  prognosis  on  the  one  hand  and  the  de- 
velopment of  a  secondary  dementia  on  the  other,  he  would  divide 
the  cases  of  cyclical  insanity  into  two  groups,  which  really  should 
be  considered  as  things  quite  different  one  from  another.  On  the 
one  hand  one  has  a  partial  disturbance  of  the  mind,  a  primary 
disorder  of  the  feelings,  a  true  emotional  disorder,  the  other  is  a 
total  disorder,  affecting  all  three  portions  of  the  soul  life,  intellect, 
will,  and  feelings,  and  results  in  degeneration.  Vesania  typica 
circularis  he  proposes  to  call  .the  latter,  and  he  coins  the  word 
Cyclothemia  (cyclothymic,  p.  221,  /.  c.)  for  the  former. 

A  true  depression  remaining  as  such,  and  not  a  depressed  phase 
of  a  circular  insanity,  he  terms  with  Fleming  a  dysthemia,  while 

'  Ueber  cyklisches  Irresein.    Breslauer  aerztliche  Zeitschrift,  4,  1882. 
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a  manic  state  is  a  hyperthemia.  Thus  the  simple  emotional  psy- 
choses are  dysthemia  and  hyperthemia,  and  their  combination  a 
cyclothemia.  Kahlbaum  apparently  never  developed  his  ideas 
further,  and  gives  no  detailed  description. 

Hecker,  Kahlbaum's  follower,  seemed  to  take  up  the  same  task 
as  he  undertook  in  the  case  of  Hebephrenia,  namely  that  of  popu- 
larizing his  teacher's  early  descriptions,  for  some  16  years  later  in 
a  paper  on  Die  Cyclothymic,  cine  circulare  Gemiithserkrankung,* 
he  adopts  Kahlbaum's  term,  and  discusses  its  symptomatology, 
differential  diagnosis,  and  treatment. 

Hecker  first  acknowledges  his  indebtedness  to  Kahlbaum  and 
accentuates  the  nondementing  feature  that  should  characterize 
cyclothemia  from  others  of  the  periodic  psychoses.  Cyclothemia 
is  solely  an  alternation  of  a  dysthemia  and  a  hyperthemia  in- 
dicating variations  in  the  emotional  tone  of  the  patient  with  in- 
tact intellectual  faculties.  Here  it  may  be  noted  that  Hecker  calls 
attention  to  Kraepelin's  tentative  adherence  to  Kahlbaum's  gen- 
eral thesis. 

Hecker  makes  the  acute  observation  that  whereas  the  depres- 
sive phases  in  the  cycle  fall  under  the  ban  of  suspicion  as  psy- 
chotic, it  is  only  rarely  that  the  milder  excited  periods  are  recog- 
nized as  pathological.  Hence  the  astonishing  number  of  periodic 
depressions  which  are  noted  and  described  in  psychiatric  litera- 
ture, but  a  dearth  of  periodic  mild  excitements.  He  writes  that 
in  ordinary  practice  they  are  diagnosed  as  neurasthenics.  At 
present  we  find  them  largely  parading  under  the  more  modern 
symbol  psychasthenia.  The  patients  are  for  the  most  part  treated 
for  their  fancied  physical  ailments. 

The  chief  and  fundamental  symptom  of  the  depressive  stage  of 
cyclothemia  is  the  psychical  retardation  with  absence  of  all  delu- 
sions or  hallucinations  associated  with  an  intense  and  definite, 
even  though  not  always  correct,  insight.  The  patients  complain, 
in  the  first  place,  and  continuously,  of  their  loss  of  ability  to  do 
mental  work.  They  have  the  feeling  that  they  will  never  be  able 
to  do  any  more  work,  and  that  they  do  everything  upside  down ; 
of  their  indifference  to  persons  and  things  which  had  been  of  great 
interest  to  them.     They  describe  their  condition  as  an  inward 

'Zeitschrift  fiir  praktische  Aerzte,  7,  1898,  p.  6. 
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hardening,  a  stoniness,  as  though  there  were  a  curtain,  a  wall,  or 
what  not  between  them  and  the  world.  Every  resolution  is 
difficult,  all  action  an  affliction.  They  must  be  pushed  to  ac- 
complish anything;  prefer  to  be  left  alone,  and  reject  the  over- 
tures of  friends  because  it  may  be  necessary  to  talk  to  them. 
Many  wish  to  remain  in  bed  all  day  in  order  to  be  relieved  of  all 
duties.  Others  again,  in  spite  of  their  internal  conflicts,  are  able  to 
so  comport  themselves  before  the  public  as  to  avoid  notice.  When 
such  begin  to  express  their  troubles  they  are  usually  regarded, 
by  those  about  them,  as  imaginary.  This  judgment  is  all  the  more 
often  made  by  the  laity,  especially  when  some  symptoms  of  excite- 
ment are  interspersed  with  the  depressed  ones.  One  symptom  in 
particular  is  noticeable  by  reason  of  its  contrast  with  the  patient's 
complaints  of  apathy  and  indifference;  this  is  a  very  striking 
tendency  to  and  capacity  for  criticism.  The  patients  see  every- 
thing and  feel  a  thousand  little  things  as  inconvenient  and  dis- 
turbing quite  in  contrast  to  the  true  melancholic.  They  complain 
of  incompleteness  in  the  arrangement  of  the  rooms,  complain  of 
the  food,  of  the  service,  often  not  without  foundation,  but  quite 
in  contradiction  to  their  expressed  state  of  indifference  to  the 
world  at  large. 

Hecker  further  states  that  it  is  extremely  common  for  these 
patients  to  occupy  their  minds  with  suicidal  ideas,  and  that  fre- 
quent talking  about  it  seems  to  afford  some  relief.  The  whole 
condition  is  often  likened  by  the  patient  to  a  machine  whose  oil  is 
dried  up,  while  in  the  contrasting  state  the  patients  speak  of  the 
machine  as  too  well  lubricated. 

This  latter  state,  which  Hecker  says  Kraepelin  terms  "  hypo- 
mania,"  and  Schiile  "  mania  mitis,"  or  "  mania  mitissima,"  which 
he  observes  are  to  be  considered  as  more  fully  developed  forms, 
shows  a  marked  contrast  with  the  former  state.  The  patients 
feel  themselves  the  sense  of  well  being,  they  are  wittier,  cleaverer 
and  more  capable  than  on  healthy  days.  The  tendency  to  fault 
finding,  which,  as  has  been  seen,  is  present  in  the  depressed  phase, 
is  strikingly  amplified  or  modified.  These  patients  often  have  a 
very  scornful,  mocking  attitude,  and  the  internal  unrest  leads  to 
more  or  less  exaggerated  activity.  Not  only  can  these  patients 
stand  more  continuous  work  than  on  their  well  days,  but  not 
infrequently  is  the  character  of  the  work  a  great  deal  better. 
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Often  those  of  minor  musical  talent  rise  to  heights  rarely  reached, 
and  in  matters  of  artistic  merit  others  reach  a  higher  level  than 
ever.  Some  show  a  skill  in  literary  production  rarely  equalled  in 
their  normal  phases.  The  biography  of  the  "  Mind  that  Found 
Itself  "  is  an  evidence  of  this  cyclothemic  activity  after  a  recovered 
cycle  of  a  marked  depression  and  manic  cycle  in  an  acute  psychotic 
outbreak. 

Life  is  seen  now  only  on  its  rosy  side.  The  desire  to  help 
everybody,  and  interest  themselves  in  everything  is  manifest 
throughout.  Much  philanthropic  over  activity  and  many  reform 
propaganda  receive  their  greatest  stimuli  from  minds  in  this 
hypomanic  stage. 

Hecker  relates  an  instance  of  multiple  marriage  engagements 
made  in  the  euphoric  state  and  broken  in  the  depressive  phase  in 
a  patient  with  cyclothemia. 

In  the  mild  stages,  patients  with  cyclothemia  are  regarded  as 
normal.  So  soon,  however,  as  the  disorder  develops  a  little  more, 
as  it  is  apt  to  do  in  some,  if  not  all,  of  its  attacks,  a  series  of  more 
striking  symptoms  arise.  There  is  a  great  tendency  on  the  part 
of  the  patients  to  be  extravagant  and  careless  in  their  purchases, 
a  tendency  to  run  about  and  to  peculiar  actions  which  the  patients 
themselves  reason  about  with  keen  relish,  an  abnormal  sense  of 
the  ego,  the  wish  to  push  oneself  forward  constantly,  an  exagger- 
ated desire  to  bedeck  oneself  with  badges  or  other  evidences  of 
accomplishment,  medals,  ribbons,  buttons,  etc.  Hecker  notes  that 
not  infrequently  patients  in  this  state  have  been  mistaken  for 
paretics,  a  mistake  which  the  writer  has  had  occasion  to  observe 
three  times  in  the  past  six  months. 

In  certain  patients,  Hecker  writes,  one  finds  the  abnormal  de- 
velopment of  lying  and  drinking  tendencies  and  the  desire  to 
frequent  resorts  of  a  questionable  character. 

Symptoms. 

I  do  not  purpose  to  discuss  the  symptoms  of  the  more  frank 
manic  depressive  psychosis,  but  wish  to  call  attention  to  some  of 
the  signs,  at  times  slight  in  themselves,  at  times  appearing  isolated 
— again  in  combination,  which  are  indicative  of  the  manic-depres- 
sive make  up,  and  of  the  milder  types  of  this  psychosis,  to  which 
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we  have  thought  to  give  the  name  Cyclothemia,  originally  pro- 
posed by  Kahlbaum. 

As  to  the  former,  the  signs  of  cyclothemic  constitution  there  is 
much  to  learn.  Our  casuistic  contributions  as  yet  are  meager,  and 
offer  only  tentative  and  suggestive  material,  rather  than  funda- 
mentals which  admit  of  no  controversy.  As  I  purpose  to  take  this 
matter  up  in  a  separate  communication  I  shall  omit  its  further 
consideration  at  this  time. 

In  the  definite  depressive  phase  of  the  manic-depressive  psy- 
chosis, it  is  well  known  that  complaints  of  physical  ailments  are 
extremely  common  and  persistent,  but  the  mental  picture  is  so 
apparent  that  the  foundation  for  the  belief  in  the  physical  illness 
is  recognized  at  its  true  value,  and  rightly  dismissed  from  the 
foreground  in  the  therapeutic  attack.  This,  however,  is  not  the 
case  with  the  cyclothemic.  Here  every  effort  is  made  to  conceal 
the  mental  disturbance,  to  minimize  it,  and  as  a  corollary  one 
finds  a  corresponding  enhancing  of  the  complaints  of  physical 
distress.  The  depressed  cyclothemic  hides  his  mental  trouble 
because  he  has  insight,  and  does  not  desire  to  be  considered  men- 
tally ill,  and  thus  pushes  the  physical  into  the  foreground,  per- 
haps himself  believing  it  to  be  the  source  of  his  depression  of 
spirits. 

Such  patients  may  be  seen  at  any  and  at  all  times  in  the  con- 
sultation rooms  of  the  gynecologist,  the  laryngologist,  the  oph- 
thalmologist, the  internist,  and  above  all  the  gastro-enterologist. 
These  patients  are  not  the  false  gynopaths,  the  false  cardiopaths, 
the  false  gastropaths,  and  enteropaths  of  Dejerine — at  least  many 
of  them  are  not — these  make  up  still  another  category,  but  are 
true  cyclothemic  cases  in  the  depressed  phase.  They  are  treated 
for  weeks,  or  even  months — ^get  well — swell  the  statistics  of 
favorable  action  of  this  or  that  operation,  this  or  that  remedy,  not 
to  mention  the  coffers  of  the  enthusiastic,  but  blind  specialist, 
and  then  go  through  another  series  of  gynecological  tinkering,  of 
nose  and  throat  sprays,  of  refitting  of  glasses,  of  stomach  wash- 
ing and  of  intestinal  medication.  Some  of  these  cyclothemics 
never  pass  out  of  the  mild  class  of  attacks  and  their  affection  is 
rarely  recognized.  With  others,  however,  the  onset  of  a  more 
severe  manic  or  depressed  attack  affords  the  clue  to  the  interpre- 
tation of  the  whole  process. 
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In  a  restricted  sense  every  mental  disorder  is  a  disorder  of  the 
entire  organism  since  every  organ  of  the  body  has  a  definite 
cortical  representation.  In  the  cyclothemic  this  relation  of  the 
brain  to  the  somatic  organs  is  strikingly  illustrated  and  both  vaso- 
motor and  secretory  anomalies  are  almost  constant  accompani- 
ments. The  cessation  of  the  menses,  the  diminution  of  the  salivary 
and  renal  secretions,  and  disturbances  of  the  intestinal  canal  are 
among  the  most  striking  of  these  abnormalities,  and  not  enough 
weight  has  been  put  especially  upon  the  latter.  I  can  take  up 
only  a  few  of  these  types  in  the  restricted  time  at  my  disposal. 

Gastro-Enterological  Types. — In  the  vast  majority  of  cyclo- 
themic attacks  in  the  depressed  phase,  .there  are  present  very 
definite  and  tangible  disturbances  of  the  gastro-intestinal  tract. 
The  so-called  nervous  dyspepsias  are  in  great  part  cyclothemic, 
and  it  behooves  our  gastro-enterologists  to  recognize  such  forms 
and  desist  from  useless  therapeutic  procedures.  Kahn  has  likened 
these  attacks  at  a  prodromal  aura.  There  are  many  classical 
illustrations  in  Raymond  and  Janets'  works,  where  these  cases 
are  described  under  the  diagnosis  of  Obsessions,  Neurasthenias, 
and  Psychasthenias. 

These  cyclothemic  digestive  disorders  are  not  stereotyped. 
Constipation  is  usual,  and  some  slight  dulness  of  mind,  with  per- 
sistent dull  headaches  and  frequently  restlessness  and  sleepless- 
ness, although  sleep  disturbances  seem  more  pronounced  in  those 
attacks  which  show  a  slightly  manic  tinge.  In  the  depressive 
attacks  which  usuall}^  pass  under  the  head  of  nervous  dyspepsia " 
— neurasthenia  and  the  like,  the  mood  is  usually  plaintive  or  dis- 
tinctly cast  down.  Effort  is  largely  automatic,  and  lacks  spon- 
taneity. The  sense  of  being  driven  to  do  one's  work  is  marked, 
although  a  fairly  high  degree  of  efficiency  may  be  present.  Only 
the  necessary  things  are  attended  to,  and  some  of  these  neglected. 

The  receptivity  is  much  diminished.  Emotional  indifference 
is  frequent.  These  patients  recognize  their  laziness,  and  often 
take  refuge  behind  sententious  philosophy — "  that  life  is  hardly 
worth  the  candle  " — "  God  is  unjust " — but  they  rarely  weep,  nor 
show  any  marked  anxiety,  although  timidity  may  be  present. 

"  Dreyfus :    Die  nervose  Dyspepsie,  1908. 
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These  mental  symptoms  they  try  to  hide  and  instead  speak  of 
their  continued  loss  of  appetite,  their  diminishing  weight,  the 
bitter  taste  in  the  mouth,  the  acid  eructations.  They  feel  pres- 
sure in  the  body,  a  sense  of  stilfness  and  occasionally  have  pro- 
fuse diarrheal  discharge  following  marked  obstipation.  They 
have  marked  anxiety  and  believe  that  they  are  suffering  from 
ulcer  of  the  stomach,  or  that  carcinoma  is  present.  Careful  and 
tectful  suggestion  often  reduces  the  anxiety,  and  relieves  the 
patient  for  a  time,  but  the  symptoms  show  a  marked  tendency  to 
remission  in  spite  of  negative  organic  findings  with  the  possible 
exception  of  a  markedly  reduced  motility,  which  is  a  result  of  the 
mental  depression. 

Flemming,  Schroeder  van  der  Kolk,  Griesinger,  Kraft-Ebing, 
Schiile,  Alt,  and  most  of  the  older  psychiatrists,  regarded  the 
stomach  disturbances  as  primary  in  just  this  sort  of  case,  whereas 
there  seems  now  with  the  clear  definition  of  manic-depressive 
insanity  before  us  that  the  very  opposite  is  the  real  situation. 
These  patients  get  well  not  because  of  the  local  application  at  the 
local  therapy,  but  because  the  cycle  has  run  its  course  or  that 
proper  mental  therapeutics  has  been  applied.  Some  of  the  most 
striking  cures — so-called — are  seen  in  disciples  of  osteopathy,  and 
kindred  sects. 

Dipsomaniacal  Types, — The  cyclothemic  constitution  and  mild 
attacks  of  cyclothemia  manifest  themselves  very  frequently  under 
the  guise  of  periodic  alcoholic  debauches.  In  the  former  case  the 
alcoholic  excesses  are  apt  to  be  fairly  short  in  duration,  and  are 
often  interspersed  with  periods  of  productive  energy,  often  in  the 
gifted  of  a  very  high  order  of  efficiency.  In  the  more  pronounced 
cyclothemic  attacks  the  debauches  have  a  tendency  to  be  much 
more  prolonged,  but  as  has  already  been  intimated,  hard  and  fast 
lines  are  not  to  be  drawn  between  the  attacks  which  may  be  re- 
garded as  purely  evidences  of  the  cyclothemic  constitution  or 
those  of  a  more  frank  outbreak  of  a  definite  psychosis. 

Illustrative  types  of  this  form  of  so-called  dipsomania  are  not 
difficult  to  find.  They  are  frequent  in  the  general  practitioner's 
work,  although  their  relationship  to  a  well  defined  psychosis  in 
a  minor  type  are  overlooked,  precisely  as  walking  typhoids  may 
be  disregarded.  Asylum  studies  are  usually  silent  regarding  this 
type  of  case.     General  literature  and  history  abounds  in  refer- 
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ences  to  this  type  of  phenomenon,  the  best  illustration  of  which 
perhaps  is  afforded  in  the  life  of  Alfred  de  Musset,  as  told  by  his 
brother,  Paul  de  Mussett.  "  At  times  "  at  the  bottom  of  an  armoire 
he  had  an  old  yellow  box  coat,  with  six  mufflers,  and  which  could 
be  wrapped  about  him  three  times.  Thus  muffled  up,  he  would  lie 
down  on  the  floor  (tapis)  of  his  room  and  hum  in  a  lamentable 
tone  some  old  contemporaneous  air.  Then  in  the  evening  he 
would  cast  aside  these  rags  and  put  on  his  best  clothes.  This 
change  of  decoration  was  suflicient  to  turn  the  course  of  his  ideas ; 
he  would  leave  to  make  a  tour  of  the  cafes  of  Paris  where  the 
pleasures  of  the  world  made  him  forget  the  reverse  of  fate. 

Soon  he  would  be  in  a  fever  of  excitement.  .  .  .  One  spring 
evening,  says  Paul  de  Musset,  on  returning  from  a  walk,  Alfred 
recited  to  me  the  two  first  couplets  of  a  dialogue  between  the 
muse  and  the  poet  (La  nuit  de  Mai)  which  he  had  just  composed 
under  the  horse  chestnuts  of  the  Tuileries. 

He  worked  without  interruption  until  the  morning  when  he 
appeared  at  breakfast.  I  did  not  notice  any  signs  of  fatigue  on 
his  face.  He  had  as  his  Fantasio  the  month  of  May.  The  muse 
possessed  him.  During  the  day  he  would  take  the  lead  in  con- 
versation, and  work  like  a  chess  player  who  plays  two  games  at 
one  time.  At  times  he  would  leave  us  to  write  a  dozen  verses, 
and  then  would  return  to  chat  with  us.  But  at  night  he  returned 
to  work  as  he  would  to  a  lover's  rendezvous.  He  had  late  supper 
served  him  in  his  room.  He  purposely  asked  for  two  services,  in 
order  that  the  muse  should  have  her  place  designated. 

All  of  the  lights  were  lit.  He  lit  twelve  candles.  People  of 
the  house  seeing  this  illumination  would  think  he  was  giving  a 
ball.  On  the  morning  of  the  second  day,  the  piece  having  been 
accomplished,  the  muse  took  herself  away,  but  she  had  been  so 
well  received,  that  she  promised  to  return.  The  poet  blew  out  his 
candles,  went  to  bed  and  slept  until  evening.  On  awakening  he 
reread  the  verses,  and  could  find  nothing  to  retouch. 

After  the  inspiration — daughter  it  may  be  of  excitation — here 
is  the  other  stage.  Then  from  the  ideal  world  in  which  he  had 
lived  for  two  days,  the  man  fell  brusquely  to  earth,  sighing  as  if 
one  had  awakened  him  from  a  delicious  and  fairy-like  dream. 

"Paul  de  Musset.    Bibliographic  d'  A.  de  Musset.     Charpentier,   1879, 
p.  91. 
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After  the  enthusiasm  there  followed  all  at  once  an  ennui,  a  dis- 
taste for  ordinary  life,  and  for  its  petty  miseries,  a  deep  melan- 
choly. In  order  to  relieve  himself  from  such  a  depression,  it 
seemed  that  all  the  luxury  of  Sardanapolis,  all  that  Paris  could 
offer  of  distractions  and  of  refinements  could  hardly  suffice. 

And  then  Paul  de  Musset  adds — in  the  eyes  of  most  people  these 
alternations  of  over-excitement,  and  of  depression  are  only  weak- 
nesses, this  is  an  error." 

Georges  Sand"  has  given  us  new  testimony  of  these  crises 
of  moods  (humeur). 

They  were  together  in  Italy,  he  wished  to  work,  but  suddenly 
he  felt  himself  struck  with  a  momentary  loss  of  power,  and  fell 
into  one  of  those  cases  of  spleen  against  which  he  did  not  know 
how  to  react  alone.  He  would  be  overcome  by  emotions  coming 
from  without;  magnificent  music  came  from  the  ceiling;  an 
Arabian  horse  would  come  in  through  the  key  hole.  It  made  no 
difference  what  delicious  and  terrible  occurrence  which  would 
tear  him  from  himself  and  under  the  impulsion  of  which  he  felt 
exalted  and  renewed.    But  here  is  the  other  period. 

The  days  following  he  did  not  come  home  at  all  at  night — he 
went  out  he  said — in  a  boat  and  exercised  himself  rowing  and 
taking  lessons  from  a  local  fisherman.  He  pretended  to  find  .that 
the  fatigue,  which  lessened  the  excitation  of  his  nerves,  was  good 
for  the  work  of  the  afternoon.  But  this  excitation  did  not  con- 
strain him  to  spend  the  entire  night  in  the  boat  of  some  fisherman. 
And  then  Georges  Sand  makes  the  sorrowful  disclosure  of  the 
dipsomania  of  de  Musset. 

Has  he  not  said  to  me,  and  alas,  almost  proved  it,  that  I 
smothered  his  genius  in  wishing  to  destroy  his  fever.  When  I 
believed  him  to  have  come  to  the  limit  of  disgust  in  his  excesses, 
have  I  not  seen  that  he  was  anxious  for  more?  When  I  have 
said  to  him  return  to  the  world,  he  feared  my  jealousy,  and  threw 
himself  into  gross  and  mysterious  debaucheries.  He  would  come 
home  drunk,  with  his  clothes  torn  and  his  face  bleeding. 

Is  it  not  a  matter  for  reflection  to  learn  that  the  same  morbid 
symptom  may  show  itself  under  the  aspect  of  a  night  of  orgy,  or 
of  a  night  of  sublime  inspiration,  says  Kahn. 


"L.  c,  145  and  following. 
^  Elle  et  lui,  p.  56,  Levy. 


SMITH    ELY   JELLIFFE.  45 1 

It  is,  I  believe,  recognized  by  many  at  the  present  time  that 
dipsomania — or  periodic  drunkenness — is  not  by  any  means  al- 
ways an  epileptic  equivalent.  Such  is  by  far  too  narrow  an  in- 
terpretation, and,  in  fact,  I  am  inclined  to  regard  periodic  drunk- 
enness occurring  as  an  epileptic  equivalent  to  be  extremely  un- 
common. That  such  cases  do  occur  is  unquestioned,  and  they  are 
not  frequent,  but  on  the  other  hand,  periodic  drunkenness  is  a 
common  cyclothemic  manifestation,  as  well  as  a  frequent  compli- 
cation in  a  fully  developed  manic-depressive  psychosis.  I  have 
observed  it  both  in  the  cyclothemic  depressed,  and  in  the  cyclo- 
themic excited  periods — though  rarely  in  the  same  individual.  Its 
occurrence  in  some  cyclothemic  mixed  states  has  been  commented 
on  by  Dupre,"  and  such  an  interpretation  has  seemed  to  me 
justifiable  in  a  few  cases  under  personal  observation. 

My  own  experience  has  been  too  limited  to  offer  any  figures  as 
to  the  tendencies,  but  I  have  seemed  to  encounter  considerable 
quiet  drinking  which  has  brought  many  a  patient  to  the  verge  of 
an  alcoholic  neuritis,  and  even  a  Korsakow  syndrome  in  the  de- 
pressed cyclothemics,  whereas  the  more  boisterous  and  active  de- 
bauches are  found  among  the  hypomanics. 

Sexual  Types. — Closely  allied  with  the  subject  of  periodic 
drinking,  and  often,  though  not  always,  accompanying  it,  the  sub- 
ject of  periodic  sexual  erethism  and  sexual  frigidity  asserts  itself. 

The  acute  mental  disturbances  of  young  brides,  and  the  periodic 
apparent  hypomanic  disorder  found  in  fiances  are  not  here  referred 
to.  Romfeld  "  and  Dost "  have  discussed  these  questions  fully,  but 
I  refer  to  shorter  or  longer  manifestations  of  abnormal  sexual 
excitement  and  of  sexual  frigidity  which  are  the  expressions  in 
the  sexual  sphere  of  cyclothemic  attacks. 

It  is  far  from  uncommon  to  learn  that  the  loss  of  chastity  and 
conception  has  resulted  to  a  young  woman  whose  self-control 
was  reduced  by  reason  of  her  mental  disorder,  mild  though  it  may 
have  been.  Such  a  distressing  complication  of  a  cyclothemia 
occurs  in  some  of  the  "  best  families."  Again  hasty,  and  some- 
times ill-considered  marriages  have  been  permitted  because  of  ex- 

"  Ballet,  Soc.  de  Neur.  de  Paris,  July  5,  1900;  March  7,  1907.     Soc.  de 
Psychiatric  de  Paris,  March  30,  1903. 
"  Zyclothymie  bei  Brauten.  Med. 
"  Allge.  Zeits.  f.  Psych.,  54,  1902. 
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cessive  sexual  excitement  in  some  young  woman  which  excess  has 
been  the  expression  not  of  a  balanced  ardent  nature,  but  of  a  patho- 
logical state,  with  all  the  ear  marks — for  one  who  can  read  the 
little  things — of  a  cyclothemia.  Such  marriages  continue  to  supply 
their  later  stock  of  those  not  only  with  a  cyclothemic  constitution, 
but  with  children  who  develop  a  well-marked  manic-depressive 
psychosis.  Illustrative  cases  can  be  supplied  by  practically  all  the 
members  of  this  association. 

With  this  short  introduction  to  the  general  topic  of  the  mild 
types  of  a  manic-depressive  psychosis,  or  cyclothemias,  I  leave 
the  subject  for  your  consideration. 


CERTAIN  DISTURBANCES  OF  THOUGHT. 
By  J.  M.  KENISTON,  M.  D.,  Middletown,  Conn. 

The  most  difficult  thing  in  the  world  is  to  comprehend  one's 
own  train  of  thought.  Such  myriads  of  impressions  surge  upon 
us  during  our  waking  hours  and  even  when  we  sleep — they  come 
so  rapidly — their  intensity  is  so  varied — that  only  a  few  out  of  the 
number  really  are  registered  and  assimilated.  Incessant  repeti- 
tions are  essential  for  permanent  retention.  Ultimately  each  of 
us  accumulates  a  fund  of  ideas.  If  this  were  not  so  we  would 
never  advance — we  could  not  transact  our  special  or  our  every- 
day affairs.  Much  of  our  thought  is  like  walking — we  first  creep, 
then  stand,  then  take  a  few  steps — slowly  and  carefully,  concen- 
trating our  attention  on  this  to  the  exclusion  of  everything  else, 
and  finally  after  much  labor  and  practice,  we  succeed  in  walking 
without  any  special  volition,  and  can  even  carry  on  an  intricate 
train  of  thought  or  an  earnest  conversation,  without  any  attention 
to  our  locomotion,  unless  some  accident  happens.  So  with 
thought.  A  few  hundred  words  serve  the  average  man,  while  the 
latest  dictionary  claims  to  contain  four  hundred  thousand.  The 
scholar  has  a  larger  vocabulary,  but  outside  his  special  sphere  he 
does  not  much  exceed  the  average  man  in  the  number  of  words  he 
uses.  We  all  abbreviate  ;  we  teach  a  phrase  or  even  a  single  word 
to  convey  much,  as  in  slang,  in  Wall  Street,  in  business,  and  so  on. 

In  fact,  much  of  our  thought  becomes  automatic — we  have  a 
greater  or  less  stock  of  "  ready  for  use  "  ideas,  which  serves  us 
fairly  well  for  ordinary  conversation,  business,  and  correspon- 
dence. Even  when  we  retire  for  meditation,  we  will  find  that  we 
largely  use  "  stock  "  ideas.  We  are  also  apt  to  be  distracted  by 
external  influences,  or  disturbed  by  the  noisy  talk  of  bystanders. 
In  other  words,  our  attention  wanders,  or  strange  or  unhappy 
associations  of  ideas  derail  us,  such  as  befell  Tristam  Shandy,  at 
the  moment  of  his  conception,  "  *  Pray,  my  dear,'  quoth  my 
mother,  *  have  you  not  forgot  to  wind  up  the  hall  clock  ? '    '  Good 
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God/  cried  my  father,  *  did  ever  woman,  since  the  creation  of  the 
world,  interrupt  a  man  with  such  a  silly  question  ? '  " 

Now,  if  sane  people  find  it  difficult  to  pursue  a  clear,  purposeful, 
uninterrupted  train  of  thought,  which  shall  carry  them  by  an  air 
line  to  their  goal,  we  would  naturally  expect  much  more  difficulty 
among  the  insane.  In  the  ever-increasing  volume  of  writings  on 
the  psychoses,  very  little,  until  within  a  few  years,  has  been  said 
about  thought  and  its  disturbances;  attention  being  chiefly  given 
to  hallucinations,  delusions,  memory,  volition,  emotions,  and  con- 
duct. Now  we  find  studies  on  the  genesis  and  associations  of 
ideas,  their  time  reactions,  their  disintegration,  etc.,  forging  to 
the  front. 

My  purpose  to-day  is  to  record  some  matters  within  my  own 
ken,  with  special  reference  to  a  few  peculiarities,  such  as  neolo- 
gisms, verbigeration,  and  desultoriness.  All  the  examples  given 
have  occurred  in  patients  coming  under  my  own  care  or  observa- 
tion— in  the  various  services  at  the  Connecticut  Hospital  for  the 
Insane,  and  the  majority  in  cases  of  dementia  prsecox. 

My  first  case  was  a  catatonic.  During  a  mild  stupor  lasting 
several  months  she  lay  on  her  back,  with  thighs  and  legs  flexed 
rigidly,  gazing  fixedly  at  ceiling,  and  incessantly  repeating  in  a 
monotonous  rhythm  these  words :  "  Aaron — ske — ^bum — ske, 
bum — ske — ^bub— bub — ^be — bub — bub — ^be — ^bub — ^bub — ^be — ^bum 

ske — bum."    During  this  condition  she  was  seen  and 

studied  by  the  late  Dr.  D.  Hack  Tuke,  who  took  a  deep  interest 
in  her  and  corresponded  with  me  about  her.  On  the  subsidence 
of  stupor,  she  could  not  give  any  explanation  of  this.  She  had  no 
relative  or  acquaintance  named  Aaron,  and  she  said  she  had 
never  read  the  Old  Testament  much.  Since  1884  she  has  shown 
a  few  marked  mannerisms,  but  never  any  return  of  the  character- 
istic catatonic  symptoms.  She  is  quite  bright,  has  a  good  mem- 
ory, is  oriented,  and  at  times  is  witty.  For  example,  the  writer 
once  quoted  from  Mother  Goose,  "  The  cow  jumped  over  the 
moon,"  when  in  a  flash  she  said :  "  Beef -steak  was  high  then." 
Again,  a  certain  man  had  pulled  off  a  small  section  of  gas  pipe  and 
used  it  on  a  fellow  patient.  Such  events  inevitably  get  about 
hospitals.  One  year  later,  having  a  great  aversion  to  a  fellow 
patient,  she  one  day  whispered  to  me,  "  Can  you  bring  in  J.  H.'s 
gas  pipe  ?  " 
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Another  catatonic  often  talked  in  a  strange  dialect  which  he 
said  was  Choctaw,  and  at  my  request  he  repeated  the  "  Choctaw 
alphabet,"  some  of  which  I  managed  to  write  down  phonetically, 
notwithstanding  his  extremely  rapid  utterance.  "  Aramelia, 
Borragewa,  Cadaminta,  Derrorlinger,  Eleleezer,  Flammacootia, 
etc."  He  kept  this,  practically  unchanged,  up  to  his  death — a 
period  of  fifteen  years.  This  man  was  an  illiterate  laborer,  who 
could  not  give  any  explanation  of  how  he  had  acquired  this 
"  language."  He  never  deteriorated  after  the  initial  stage,  and 
to  the  end  was  clear,  with  a  good  memory,  and  able  to  participate 
in  ward  work,  play  a  good  game  of  checkers,  cards,  etc.  He, 
however,  though  possessed  of  rather  good  intelligence,  seldom 
read,  and  cared  not  for  the  daily  news.  He  had  always  lived  in  a 
small  village,  had  never  travelled,  had  never  seen  an  Indian,  and 
it  was  impossible  to  trace  any  connection  between  his  "  gibberish  " 
and  any  previous  association  of  ideas.  In  two  other  cases  an 
artificial  language  was  used.  None  of  these  patients  would 
write  it. 

In  other  catatonics  the  following  expressions  have  been  caught : 
"  Cattamooner  bolower,"  "  abertility,"  "  slammerdinger,"  "  rittle- 
bittle,"  etc.  Repetitions  of  senseless  syllables — so  common  in  cata- 
tonia— need  not  be  reproduced  here.  As  catatonics  do  not  arrive 
at  the  extreme  dementia  manifested  by  the  hebephrenics — ^as  they 
have  frequent  remissions — ^and  as  many  are  brighter  than  the 
average,  it  would  seem  possible  to  eventually  gain  some  clue  to 
the  origin  of  their  neologisms  and  verbigerations,  but  my  own 
eflForts,  which  have  been  often  repeated,  have  failed. 

Among  hebephrenics  word-coinage  is  extremely  rare.  Person- 
ally I  cannot  recall  a  single  case.  In  the  paranoid  forms  of 
dementia  prsecox  it  is  very  common.  In  fact,  when  present,  it 
seems  to  me  to  be  pathognomonic.  The  following  are  examples : 
E.  P.,  male,  insane  twenty  years,  is  troubled  by  "  thrashes,"  which 
trouble  him  irregfularly  about  every  two  weeks.  These  "  thrashes  " 
affect  chiefly  his  lungs,  stomach,  intestines  and  muscles,  and 
within  ten  minutes  after  they  begin  he  claims  to  be  utterly  ex- 
hausted, and  goes  to  bed,  where  he  remains  from  two  to  four 
days.  He  is  very  keen  and  intelligent,  showing  no  intellectual 
deterioration  for  years,  but  he  is  very  suspicious,  always  on  his 
guard,   never   mingles   with  his   fellow   patients,   and   generally 


456  CERTAIN   DISTURBANCES   OF   THOUGHT. 

remains  in  his  room.  He  is  a  good  worker  and  mends  and  presses 
all  the  ward  and  attendants'  clothing.  He  has  always  refused  to 
describe  the  "  thrashes,"  saying  the  doctor  knows  all  about  them. 
From  occasional  inadvertent  remarks,  it  seems  as  if  some  wave 
or  motion  came  on  him  from  outside  the  house,  especially  as  he 
always  insists  on  keeping  his  window  closed,  even  on  the  hottest 
day. 

Another  patient,  M.  T.,  was  constantly  annoyed  by  "  struze," 
which  were  introduced  through  her  skin  as  a  rule,  but  sometimes 
in  her  food,  when  for  weeks  she  would  refuse  to  eat,  and  was  fed 
by  tube.  She  would  often  retch  or  squirm  in  order  to  get  rid  of 
the  "  struze." 

Another  patient,  J.  B.,  a  most  efficient  seamstress  for  years, 
constantly  complained  of  "  spectrones  "  and  "  sobreeks,"  which 
were  "  tapped  on  ''  her  day  and  night ;  to  prevent  which  she  re- 
sorted to  extraordinary  defensive  measures. 

W.  F.  has  his  body  filled  with  "  bowlstry-holes "  made  by 
''  tootering-rods." 

J.  F.  H.  has  numerous  neologisms  with  a  probable  erotic  sig- 
nificance, as  he  writes  numerous  letters  to  women  containing 
remarks  like  the  following :  "  I  have  the  dudest  putty  you  ever 
did  see.''  "  No  ordinary  putty ;  it  is  a  dudey  putty."  "  A  lot  of 
fuzzy  didels  using  their  diddy  pupels  too  montch.'^  "  I  am  getting 
the  dudest  putty  and  talk  about  stinkalation."  "  They  infringed 
on  my  robbey  dudel  the  bottyest  dudel  you  ever  saw."  "  Fuzzy 
dudel,"  etc. 

G.  Y.  insisted  that  his  name  as  a  boy  was  "  Pompoose."  When 
asked  how  he  spelled  this  name  he  replied :  "  Po — double  O — 
double  O—P—Po— double  O— double  s— e."  Dr.,  "  Where  does 
the  "  m  "  come  in  ?  "  G.  Y.,  "  That  comes  in  when  you  say  the 
word;  not  when  you  spell  it." 

Closely  allied  to  neologisms  are  the  invented  names  of  persons 
displayed  chiefly  by  manic  cases,  especially  when  of  long  stand- 
ing. A  woman,  Julia  B.,  under  my  care  since  1898,  during  which 
time  she  has  not  deteriorated  and  has  manifested  only  a  mild 
pressure  of  activity  with  occasional  flightiness,  will  never  answer 
to  her  own  name,  and  insists  on  being  addressed  as  Daisy  Elvinee 
Wiseman,  and  always  calls  the  writer  Charles  Julius  Bromberg. 
She  has  a  separate  name  for  every  nurse  and  fellow  patient,  and 
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never  gets  these  mixed.  On  a  visit  from  a  nurse  who  left  here 
nine  years  ago  she  at  once  called  her  by  her  substitute  name. 
Similar  happenings  have  occurred  many  times.  This  patient  is 
very  shrewd,  always  on  guard,  and  no  one  has  yet  succeeded  in 
trapping  her  into  giving  any  name  besides  those  she  has  invented, 
nor  has  she  ever  given  any  explanation,  although  repeatedly 
asked. 

O.  M.  will  not  answer  to  any  name  but  "  Dr.  Edward  Evenson 
Gregory,"  but  he  does  not  impose  on  or  invent  for  others  any  new 
names.  When  presented  at  one  of  the  clinics  of  the  Yale  Medical 
School  as  O.  M.,  he  said :  "  Gentlemen,  that  is  not  my  name ; 
my  name  is  Dr.  E.  E.  G.,"  etc.  When  "  properly  "  addressed  he 
expresses  a  host  of  absurd  and  fantastic  delusions,  many  of  them 
fabricated. 

Some  patients  in  place  of  neologisms  substitute  phrases  or 
expressions  which  are  often  very  remote  from  any  apparent  asso- 
ciation of  ideas,  and  which  are  repeated  daily  and  hourly  until 
they  become  automatic. 

M.  B.,  an  alcoholic  paranoiac,  formulated  some  pseudo-hygienic 
and  physiologic  aphorisms,  which  he  inflicted  on  any  one  who 
would  listen  to  him.  "  Man  is  a  vein  and  blood  being,  and,  there- 
fore, should  be  holy  and  porous."  "  Folks  would  have  handsomer 
noses  if  they  had  the  worm  out  of  their  stomach."  "  The  evacua- 
tions of  the  brains  loosens  the  eyebrows."  "  Heavy  air  begets 
sorrow"  (not  so  bad).  "Tiredness  too  much  for  my  aches." 
"  Don't  walk  around  like  a  pipe-wrench."  "  Intuity  (coined)  of 
life  is  perfect."  "  Consentation  of  thought  is  superflurious." 
"  Choose  synagogues  to  eat  onions."  "  Vegetable  diet  only  for 
cannibals."  "  A  custard  pie  is  not  a  keyring,  and  blood  is  not 
ink." 

Although  not  strictly  bearing  on  our  subject,  one  case  may  b^ 
mentioned,  where  the  only  salvage  from  the  mental  wreck  con- 
sisted of  three  delusions,  which  were  repeated  for  several  years 
without  the  omission  of  one  jot  or  title. 

J.  B.,  "I  own  glass- gold  mountain,  made  of  pure  gold,  silver, 
and  glass.  It  is  in  the  western  part  of  France ;  is  two  miles  high ; 
you  go  up  on  a  roller;  and  from  the  top  you  can  see  the  whole 
world  and  the  Atlantic  and  Pacific  oceans.  In  the  oceans  you  see 
turtles  big  as  a  ten  acre  lot,  with  legs  fifty  feet  long  and  feet  as  big 
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as  this  room.  When  they  turn  on  their  back  and  kick  up  their 
feet  no  ship  dares  to  go  within  two  hundred  miles  of  them."  Once 
the  writer  said,  "What  a  lot  of  turtle  soup  they  would  make?" 
when  J.  B.  said,  "  D — n  you,  there  is  no  soup." 

Second  story :  "  When  I  was  a  boy  I  saw  a  rock  and  said, 
'  Here  is  reHned  oil/  So  I  poked  the  pith  out  of  some  elder  and 
drove  it  into  the  rock,  and  out  came  the  refined  oil.  You  put  a 
wick  in  one  inch  long  and  a  gallon  will  bum  a  thousand  years. 
You  wrap  a  woman  weighing  eight  hundred  in  sheets  soaked  in 
this  oil  and  she  will  come  down  to  seventy  in  less  than  ten 
seconds. 

Third  story,  tells  how  he  finished  the  war  by  one  shot,  which 
travelled  a  hundred  miles  and  killed  every  rebel.  Only  twice  in 
the  last  six  years  of  his  life  did  he  ever  make  a  remark  apart  from 
the  above,  even  never  asking  questions  in  regard  to  personal 
needs.  One  appears  above,  the  other  was,  "  I  want  to  go  to  bed." 
This  patient  was  illiterate,  never  read,  had  always  lived  a  solitary 
life,  and  in  no  way  in  the  history  of  his  life  experiences  could  we 
find  any  clue  to  the  genesis  of  these  delusions. 

Many  more  cases  might  be  cited,  but  we  must  pass  to  our  final 
subject,  desultoriness.  When  complete,  as  in  three  of  my  cases, 
absolutely  no  connection  can  be  traced  between  any  phrase  and 
those  preceding  and  following. 

E.  H.  writes  daily  two  or  three  letters,  one  of  which  follows: 

Sept.  28,  1909. 
Dear  Papa:  Come  after  me.  They  take  patients  down  to  the  city.  I 
am  able  to  wash.  I  do  not  have  four  nurses.  Miss  L.  bathed  on  Thurs- 
day. I  will  not  go  over  on  four.  I  have  not  been  to  any  dances.  Uncle 
David  was  not  in  the  laundry  Thursday.  I  will  have  to  have  my  room 
changed.  I  will  wear  my  blue  dress  skirt.  Will  Booth  was  out  to  the 
carpenter  shop.    I  go  out  with  the  bundle  every  day. 

Your  daughter,  E.  H. 

Come  to  save  my  life. 

The  above  concerns  chiefly  events  in  her  daily  routine,  with  two 
examples  of  mistaken  identity  (Uncle  David  and  Will  Booth). 
Her  voluntary  speech  is  rather  meager,  but  shows  the  same  abrupt 
change  of  goal  in  every  sentence. 

G.  T.  is  a  high-grade  imbecile,  with  violent  excitement  at  ir- 
regular intervals,  when  he  will  talk  or  shout  for  hours  and  even 
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days,  a  succession  of  words,  having  absolutely  no  connection  with 
each  other,  and  occasionally  a  short  phrase.  In  words  of  more 
than  one  syllable  he  always  places  emphasis  on  the  first.  "  Jack, 
codfish,  rum,  frost,  Pedro,  settee,  hell,  loafer,  yard  stick,  damna- 
tion cold  bath,  yellow  dog,  Taft,  blower,"  and  so  on.  He  talks 
about  one  hundred  words  a  minute,  and  rarely  repeats  a  word. 
In  the  intervals  he  talks  sensibly,  and  assists  intelligently  in  caring 
for  the  sick  or  feeble.  His  every-day  vocabulary  is  rather  meager. 
A.  C.  is  a  catatonic,  showing  a  circular  phase — a  period  of 
lucidity,  with  excellent  memory,  good  conduct,  coherent  thought, 
and  an  interest  in  afifairs.  Next  comes  on  slowly  a  moderate 
unrest,  when  for  a  few  days  he  talks  in  a  curiously  small,  thin 
falsetto — at  times  a  mere  squeak — all  day  long,  even  at  meals,  and 
for  a  large  part  of  the  night.  Absolutely  no  connection  of  phrase 
appears ;  there  is  complete  desultoriness.  "  Go  away.  You  haven't 
got  my  upper  lip.  G —  d —  you.  High  tide.  You  can't  kill  me 
and  I  can't  pick  your  pocket.  I  didn't  set  the  fire.  These  hands 
are  here.  Mary  Ann  Jones.  That  is  a  lie.  Pull  down  your  eye- 
brow. I  haven't  any  dinner.  Bring  back,  bring  back,"  etc. 
This  man  can  talk  thus  for  hours  without  repeating  himself, 
except  for  occasional  interjection  of  cuss-words  and  a  few  stereo- 
typed obscenities. 


TYPHOID  FEVER  IN  STATE  HOSPITALS  AS  ILLUS- 
TRATED AT  THE  NEW  JERSEY  STATE 
HOSPITAL  AT  TRENTON. 

By  F.  S.  HAMMOND,  M.  D., 
Pathologist,  New  Jersey  State  Hospital,  Trenton,  N.  J. 

The  manifestations  of  typhoid  fever  as  a  disease  naturally  ap- 
pear in  a  similar  manner  wherever  it  exists.  It  is  equally  true, 
however,  that  the  prominence  of  certain  features  in  distribution, 
rapidity  of  spread  and  mode  of  dissemination  are  largely  in- 
fluenced by  the  surroundings  encountered  and  circumstances 
under  which  it  occurs ;  and  the  nature  of  these  influences  will  to 
a  degree  determine  the  procedures  necessary  for  its  control. 

An  epidemic  outbreak  and  a  number  of  sporadic  cases  of 
typhoid  fever  at  the  New  Jersey  State  Hospital  at  Trenton  have 
pointed  out  certain  features  of  the  disease  as  it  occurs  in  insti- 
tutions, and  have  emphasized  certain  points  of  particular  appli- 
cation as  to  what  efficient  methods  of  control  under  these  cir- 
cumstances should  include. 

Outlined  in  brief  the  features  of  an  illustrative  epidemic  at  the 
Trenton  State  Hospital  are  as  follows :  With  the  appearance  of  a 
case  of  typhoid  fever  in  April,  1907,  this  being  supposedly  the 
first  in  the  history  of  the  institution,  the  principal  interest  at  once 
aroused  was  in  regard  to  the  possible  source  of  the  infection,  and, 
when  a  week  later  the  Widal  reaction  had  definitely  proven  the 
presence  of  four  more  cases,  wonder  over  the  origin  of  infection 
still  further  increased.  Sanitary  authorities  were  consulted  and 
the  seemingly  inevitable  water  analysis,  always  conspicuous  on, 
such  occasions,  was  diligently  performed.  It  was  also  advised  that 
an  open  spring  located  between  a  laundry  on  one  hand  and  a 
public  highway  on  the  other  from  which  a  part  of  the  institution's 
water  supply  was  taken  be  covered  over  in  order  that  "  dust " 
might  be  excluded. 
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In  the  meantime  cases  had  continued  to  occur.  It  was  generally- 
agreed  that  the  whole  affair  was  most  mysterious ;  "  Nothing 
much  could  be  done  because  the  source  of  infection  could  not  be 
located." 

At  this  time  every  effort  was  made  in  order  that  the  individual 
cases  be  correctly  diagnosed,  no  one  was  considered  typhoid  until 
satisfactorily  proven  so  by  a  Widal,  in  which  event  nursing  in  a 
separate  room  on  the  same  ward  was  instituted. 

During  the  third  month,  there  being  12  cases  in  all,  and  no 
abatement  in  view,  a  general  consultation  of  various  sanitary 
representatives  was  held,  additional  water  analyses  conducted  and 
inspections  made. 

Conspicuous  among  the  valuable  results  of  these  activities  a 
cow-yard  was  found  to  be  "  dirty  "  and  a  number  of  outlying 
privies  were  located. 

The  source  of  infection,  however,  was  as  obscure  as  before. 
Among  the  various  opinions  expressed  it  was  shown  that  "  it 
was  possibly  the  water,  that  the  milk  was  suspicious,  fly  season 
was  beginning  so  flies  might  have  something  to  do  with  it " ; 
"  driven  well  water  was  surely  above  reproach  " ;  "  it  couldn't 
be  the  spring  water  for  even  if  it  did  contain  colon  bacilli,  did  not 
the  chemical  analysis  show  that  it  was  all  right  ?  "  "  Perhaps 
some  of  the  cases  were  only  *  paratyphoid  *  after  all." 

Cow-yards,  stables  and  privies  were  very  diligently  cleaned; 
water  and  milk  carefully  scrutinized  and  scientifically  handled 
and  examined  from  every  standpoint  and  clinical  diagnoses  es- 
tablished beyond  a  shadow  of  a  doubt.  But — the  water  con- 
tinued to  be  used,  the  raw  milk  was  still  served  and  the  patients 
yet  remained  on  the  wards.  The  affair  was  so  difficult  to  man- 
age because  the  source  of  the  trouble  was  so  perplexing. 

To  still  further  add  to  this  already  over-vexed  problem,  about 
this  time  (during  the  third  month)  a  public  sewer  running  with- 
in 100  feet  of  the  before  mentioned  spring  demonstrated  a  stop- 
page in  the  pipe  by  overflowing  through  a  manhole  onto  the  street. 

At  this  hint  the  spring  was  finally  cut  off,  and  it,  together  with 
the  sewer,  at  once  became  the  center  of  renewed  vigorous  in- 
vestigations conducted  in  force  by  two  separate  sanitary  bodies. 

Here  there  appeared  to  be  some  scientific  rivalry,  for  after 
some  very  exhaustive  tests  and  collection  of  much  data  exactly 
opposite  conclusions  were  reached. 
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By  one  it  was  demonstrated  that  the  spring  water  was  con- 
taminated by  sewage  from  the  blocked  and  leaking  sewer;  the 
other  held  that  there  was  no  connection  between  this  and  the 
epidemic.  High  dispute  over  the  troublesome  and  elusive  source 
of  infection  continued,  and  masterly  arguments  on  all  points  of 
the  question  were  presented;  but  in  spite  of  this  highly  animated 
and  instructive  discussion  the  number  of  typhoid  cases  steadily 
increased. 

Finally,  having  received  no  real  assistance  or  advice  from  any 
one  where  it  might  reasonably  have  been  expected,  in  the  middle 
of  the  fourth  month  with  over  50  patients  on  hand,  what  appeared 
to  be  desperate  measures  were  taken. 

Every  typhoid  patient  was  removed  to  a  floor  of  a  wing 
specially  set  aside  for  the  purpose,  where  he  and  his  belongings 
were  treated  as  dangerous  and  contagious. 

Every  "  suspected  "  typhoid  case  was  treated  as  a  real  typhoid 
case  from  the  first  symptoms  and  the  fashion  of  waiting  for 
Widals  was  abandoned.  Patients  were  screened,  kitchens  were 
screened  and  typhoid  excreta  really  destroyed ;  no  article  of  food, 
milk  or  water  was  allowed  which  had  not  first  been  thoroughly 
boiled,  fried,  stewed  or  otherwise  sufficiently  heated;  copious 
amounts  of  antiseptic  solutions  were  placed  wherever  food  was 
prepared  and  kitchen  help  were  made  to  really  clean  their  hands 
and  keep  them  so.  In  fact  every  effort  was  made  to  simultan- 
eously discourage  the  usual  and  everywhere  prevalent  indiscrimi- 
nate mixing  of  feces,  fingers,  flies,  foods  and  mouths. 

Under  this  enforced  regime,  promptly  within  the  incubation 
period,  the  epidem.ic  after  causing  over  100  cases  and  20  deaths 
subsided. 

At  last  the  much  sought  for  source  of  infection  had  been  found ! 
The  infection  had  evidently  been  in  something  which  the  affected 
individuals  had  taken  into  their  mouths ! 

The  conclusions  to  be  drawn  from  such  an  occurrence  arc 
almost  too  obvious  to  warrant  comment.  But  not  only  have  in- 
stances similar  in  every  essential  feature  always  occurred  in  the 
past,  but  at  present  there  is  every  indication  that  they  will  con- 
tinue to  occur  with  the  same  refreshing  frequency  in  the  future. 

If  instead  of  screening  springs,  testing  sewers,  examining 
water,  analyzing  milk,  condemning  cow  manure  and  arguing  ad 
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nauseum  over  the  nice  points  of  the  source  of  infection,  some 
steps  are  first  taken  to  stop  all  these  sources  of  infection,  any  or  all 
of  which  are  possibly  concerned,  no  more  of  this  infection  can 
gain  entrance;  and  if  instead  of  regarding  typhoid  as  a  medical 
curiosity  to  be  scientifically  proved  before  being  credited,  the  first 
suspicious  symptoms  of  the  first  case  and  of  all  subsequent  cases 
be  regarded  as  dangerous  calamities,  the  infection  which  is 
already  present  will  not  be  further  spread  by  contact. 

An  eminent  public  health  official  has  likened  a  typhoid  outbreak 
to  a  surgical  hemorrhage.  With  the  patient  rapidly  bleeding  to 
death  no  one  would  dream  of  deciding  on  what  vessels  were  con- 
cerned before  applying  the  tourniquet. 

No  more  in  an  institution  with  a  typhoid  epidemic  on  hand 
should  time  be  wasted  in  a  futile  search  for  some  obscure  source 
before  attempting  to  check  it.  It  may  be  the  water,  but  we  are  not 
sure ;  it  may  be  the  milk,  but  this  cannot  be  proved ;  it  is  possibly 
flies,  but  we  cannot  demonstrate  this.  We  do  not  know  tlie  exact 
source,  it  may  never  be  found  and  what  is  more,  at  present  we 
do  not  care  what  it  is. 

We  do  know  that  typhoid  fever  results  from  taking  typhoid 
excreta  into  the  mouth  and  can  occur  in  no  other  way ;  if  all  the 
carriers  of  excreta  (in  every  instance  food,  flies  and  fingers)  be 
efficiently  dealt  with  simultaneously  and  at  once  there  will  be  no 
further  epidemic,  no  matter  which  particular  carrier  is  concerned 
and  so  far  as  the  immediate  emergency  is  concerned  that  is  all 
is  necessary. 

The  endemic  and  sporadic  form  of  typhoid  in  institutions,  how- 
ever, differ  essentially  from  the  epidemic  type  in  more  particulars 
than  the  mere  number  of  cases  concerned,  and  in  certain  points 
of  prophylaxis  must  be  considered  from  a  different  standpoint. 
For  in  these  forms  the  exact  nature  of  the  source  of  infection 
may  be  a  point  of  very  essential  importance  in  preventative 
measures. 

In  addition  to  the  obvious  necessity  of  preventing  contact  in- 
fection from  a  case  already  observed,  the  occasional  occurrence  of 
typhoid  cases,  especially  if  repeated,  raises  the  question  of  whether 
they  are  the  isolated  results  of  an  infection  accidentally  carried 
in  from  without,  or  whether  the  source  of  infection   (as  pre- 
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eminently  illustrated  by  bacillus  carriers)  is  located  in  the  insti- 
tution itself. 

If  the  latter,  not  only  are  further  cases  sure  to  occur,  but  the 
undiscovered  focus  may  at  any  time  give  rise  to  an  epidemic,  and 
it  must  either  be  located  or  its  presence  excluded. 

In  the  hospital  at  Trenton,  subsequent  to  the  described  epidemic, 
there  have  been  two  instances  of  sporadic  typhoid,  neither  in 
themselves  of  particular  interest,  but  illustrating  certain  points  in 
the  occurrence  of  the  disease  in  this  form. 

In  May  of  1909,  a  demented  female  inmate  died  after  being 
confined  to  bed  four  days  with  an  illness  not  clinically  determined. 

Fortunately,  from  the  standpoint  of  subsequent  prophylaxis,  an 
autopsy  was  obtained  and  this  illness  was  found  to  be  typhoid 
fever  at  about  the  third  week;  a  discovery  a  trifle  late,  but  still 
helpful. 

Since  because  the  possibility  of  typhoid  fever  had  not  been  con- 
sidered clinically,  no  precautions  during  the  illness  of  this  patient 
had  been  taken  and  the  preeminent  characteristic  of  typhoid  fever 
in  institutions  promptly  demonstrated  itself  by  the  appearance  of 
another  case  in  a  patient,  who,  it  was  subsequently  learned,  had 
assisted  with  the  nursing  of  the  undiagnosed  first  case  and  had 
varied  these  duties  by  distributing  the  ward  trays  and  assisting 
at  feeding  operations. 

This  combination  of  circumstances  is  no  exceptional  instance, 
but  one  that  without  fear  of  contradiction  can  be  said  to  occur  not 
occasionally,  but  frequently,  in  any  institution  in  existence.  It  is 
merely  rendered  unpleasantly  conspicuous  because  instead  of 
carrying  the  usually  mild  and  harmless  fecal  matter,  in  this  in- 
stance the  ward  tender  dealt  in  excreta  which  happened  to  con- 
tain typhoid  bacilli. 

What  the  possible  consequences  of  this  state  of  affairs  would 
have  been  if  unrecognized  is  unpleasant  to  surmise,  and  are  best 
referred  to  as  "  the  epidemic  that  might  have  been."  For  since 
the  possibilities  were  realized,  after  removing  the  already  infected 
individual  to  a  separate  building,  the  other  necessary  prophylac- 
tive  indications  were  fulfilled  and  an  outbreak  averted. 

The  first  step  was  to  recognize  early  any  other  cases  that  might 
occur  on  the  ward  and  to  prevent  spread  of  infection  from  the 
original  ward  to  other  wards. 

30 
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This  was  accomplished  by  twice  daily  regarding,  with  grave  sus- 
picion (and  a  clinical  thermometer),  every  individual  on  the  hall 
and  by  so  isolating  the  entire  ward  with  its  35  inmates  and  at- 
tendants, that  it,  and  all  its  specially  provided  utensils  became 
practically  for  two  entire  months  a  painfully  antiseptic  and  much 
shunned  separate  building. 

The  second,  no  less  urgent,  indication  was  to  detect  or  eliminate 
as  a  factor  a  possible  primary  source  of  infection  in  the  neighbor- 
hood of  the  first  case. 

This  possibility  was  investigated  by  serum  reactions  and  fecal 
examinations  of  each  of  the  38  individuals,  repeated  at  least  five 
times  during  the  two  months'  isolation  period ;  and,  although  the 
results  of  all  this  was  negative  so  far  as  detecting  a  focus  of  in- 
fection in  the  hospital  was  concerned,  the  equally  satisfactory 
conclusion  was  reached  that  it  was  not  there  to  be  found,  and  the 
efforts  further  repaid  by  the  detection  of  two  individuals  who 
from  the  previous  attentions  of  the  infected  ward-helper  had  be- 
come acute  bacillus  carriers  without  contracting  the  disease. 

In  this  instance,  because  adequate  precautions  were  immediately 
taken  and  really  enforced,  no  epidemic  or  further  secondary  cases 
followed;  but  had  not  autopsy  determined  the  nature  of  the  first 
case,  the  activities  of  the  second  individual  been  promptly  checked 
and  the  other  precautions  taken  before  further  damage  was  done, 
it  is  obvious  that  the  factors  for  another  epidemic  would  have 
been  amply  sufficient. 

The  second  instance  of  sporadic  typhoid  observed  at  the  Trenton 
Hospital,  essentially  similar  to  the  first,  serves  as  an  additional 
illustration  of  the  two  essential  features  in  the  occurrence  of 
typhoid  fever  in  institutions ;  the  necessity  for  early  diagnosis  and 
danger  of  contact  infection. 

This  was  the  case  of  a  male  patient  who  after  a  suspicious 
illness  of  some  days  showed  on  the  first  trial  a  high  serum  reac- 
tion and  shortly  afterward  had  intestinal  hemorrhages. 

Here  the  condition  was  diagnosed,  but  for  institutional  pur- 
poses it  had  not  been  diagnosed  in  time ;  for  again,  promptly  with- 
in the  incubation  period  an  attendant  who  had  cared  for  the 
patient,  developed  typhoid  fever.  No  further  cases  followed  be- 
cause the  same  methods  of  isolation  and  quarantine  adopted  in 
the  previous  instance  were  again  rigidly  enforced. 
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Even  in  such  instances  as  those  given,  where  cases  arise  at  long 
intervals  and  in  entirely  separate  parts  of  the  hospital,  the  occur- 
rence of  two  or  more  sporadic  typhoid  cases  in  an  institution  at 
once  suggests  the  possibility  of  bacillus  carriers. 

It  is  needless  to  comment  at  length  on  the  great  relative  fre- 
quency with  which  these  individuals  are  generally  found ;  said  by 
the  German  investigators  to  be  three  per  cent  of  all  recovered 
typhoid  patients  and  by  Park  to  be  one  in  every  500  of  all  persons ; 
but  in  institutions  the  subject  is  one  which  is  particularly 
applicable. 

It  may  be  said,  in  passing,  that  following  the  epidemic  in  the 
Trenton  Hospital,  50  recovered  patients  furnished  two  chronic 
bacillus  carriers  (a  frequency  of  four  per  cent).  But  since  these 
individuals  were  discovered  and  properly  kept  in  isolation  until 
death  two  years  later  no  results  of  their  activities  were  observed 
and  an  illustrative  instance  of  bacillus  carriers  in  insane  aslyums 
may  be  quoted  from  the  investigations  of  Nieter  and  Liefman  in 
an  asylum  of  Germany  ^  where  the .  most  extensive  systematic 
studies  of  the  subject  have  been  made. 

In  this  institution,  previous  to  the  investigation,  typhoid  fever 
had  been  endemic  over  an  extended  period.  In  spite  of  all  sanitary 
regulation  of  the  water  and  food  supplies,  prompt  isolation  of 
all  clinically  recognized  cases  and  thorough  methods  of  disinfec- 
tion, the  disease  continued  to  occur  from  1901  to  1905.  Sixty- 
three  cases  in  all,  and  a  final  epidemic  of  35  cases  occurred;  the 
condition  finally  necessitating  a  systematic  investigation. 

This  was  conducted  by  means  of  repeated  bacteriologic  fecal  ex- 
aminations of  each  of  the  900  inmates,  and  lead  to  the  discovery 
that  among  the  250  women  patients  of  a  certain  wing  in  which  the 
disease  had  been  most  prevalent,  seven  of  these  individuals  were 
chronic  typhoid  bacillus  carriers.  This  was  an  astonishing  ratio  of 
one  carrier  to  every  35  individuals,  but  some  months  later  further 
examinations  demonstrated  the  presence  of  four  more  similar 
cases  among  the  female  inmates.  It  was  thought  that  with  the 
isolation  of  these  11  carriers,  typhoid  in  the  institution  would 
cease.  Contrary  to  expectations,  however,  shortly  after,  the  dis- 
ease again  appeared  and  repetition  of  the  whole  series  of  exami- 

*  Nieter  and  Liefman,  Munch.  Med.  Woch.,  Vol.  53,  No.  33,  p.  161 1. 
Same,  Vol.  54,  No.  33,  p.  1622. 
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nations  resulted  in  the  detection  of  still  further  carrier  cases  in 
two  more  female  inmates,  giving  in  all  13  positively  demonstrated 
chronic  carriers  among  the  total  900  inmates.  A  source  of  in- 
fection, needless  to  say,  beyond  detection  save  by  laboratory 
methods. 

Although  this  instance  is  doubtless  extreme  in  the  number  of 
carriers  discovered,  it  is  still  but  one  of  very  many  essentially 
similar  instances  demonstrated  in  institutions. 

Indeed,  it  is  noteworthy  that  most  of  the  original  investigations 
of  the  subject  were  made  necessary  by  continued  endemic  typhoid 
in  asylums.  Although  not  as  yet  demonstrated  in  this  country, 
the  universal  frequency  with  which  carriers  have  been  found  in 
the  German  institutions,  indicates  in  no  uncertain  manner  that  in 
any  institution  where  typhoid  occurs  with  any  frequency  these 
individuals  may  be  expected  and  must  be  searched  for. 

What  to  do  with  chronic  carriers  in  institutions  after  they  are 
detected  also  seems  to  have  been  more  nearly  solved  in  Germany 
than  elsewhere.  As  a  substitute  for  the  inefficient  treatment  by 
medication  and  the  irksome  and  uncertain  method  of  continued 
isolation,  Dehler  ^  was  the  first  to  suggest  and  carry  out  chole- 
cystostomy  as  a  remedy  for  the  condition. 

In  Dehler's  cases  the  operation  was  performed  on  two  women 
carriers  who  previously  had  caused  repeated  outbreaks  in  an 
asylum,  and  who  because  of  untidy  habits  were  unmanageable  in 
isolation.  Following  incision  and  drainage  of  the  gall  bladder, 
typhoid  bacilli  which  previously  had  been  constantly  present  in 
the  feces,  completely  disappeared  after  the  fourth  and  ninth  day, 
respectively;  the  operation  resulting  in  permanent  cure  in  both 
instances. 

The  exceptional  opportunities  for  carrying  out  this  procedure 
in  institutions  are  obvious  and  it  must  appear  as  not  only  the  most 
rational  method  of  treatment,  but  one  which  under  the  circum- 
stances is  perfectly  justifiable. 

But,  aside  from  the  phases  of  typhoid  fever  in  State  hospitals 
which  present  each  it's  own  particular  problem  to  be  met  in  it's 
own  particular  way;  the  checking  of  epidemics  regardless  of 
source ;  the  searching  for  and  eliminating  of  a  particular  source  of 

*  Dehler,  Munch.  Med.  Woch.,  Vol.  54,  No.  16,  p.  779.     Same,  p.  2134. 
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infection  in  endemic  and  sporadic  forms;  and  the  special  con- 
sideration of  bacillus  carriers;  what  are  the  most  essentially  im- 
portant factors  generally  applicable  to  the  whole  question? 

In  prevention  of  infection  in  institutions,  as  nowhere  else  is 
demonstrated  the  absolute  necessity  for  early  diagnosis  on  the  one 
hand  and  the  possibilities  of  contact  infection  if  this  is  not  done  on 
the  other;  and  to  each  of  these  factors  of  early  diagnosis  and 
contact  infection  under  hospital  conditions  a  special  meaning  must 
be  given. 

In  State  hospitals  early  diagnosis  of  typhoid  fever  does  not 
mean  as  elsewhere,  recognition  of  more  or  less  suggestive  symp- 
toms and  an  early  demonstration  of  some  specific  scientific  test. 

If  prevention  is  to  be  worthy  of  the  name,  early  diagnosis  here 
means  the  recognition  and  clinical  application  of  the  fact  that 
any  and  every  illness,  regardless  of  symptoms  and  manner  of 
occurrence,  not  otherwise  adequately  and  fully  explained,  is  a 
possible  case  of  typhoid  fever  and  must  be  clinically  regarded  and 
handled  as  a  reed  case  of  typhoid  fever  until  proven  otherwise. 

Laboratory  methods  are  valuable  and  necessary,  but  under  such 
circumstances  their  proper  function  is  not  to  make  the  first  de- 
cision. They  assume  their  proper  relationship  to  the  clinical 
diagnosis  of  typhoid  fever  in  institutions  only  when  used  to  con- 
firm or  disprove  the  nature  of  a  suspected  case  afterj  and  not 
before,  prophylactive  measures  are  taken. 

For  among  all  the  possible  means  by  which  typhoid  infection  is 
conveyed  in  general,  there  is  in  institutions  always  one,  which  if 
not  prevented,  will  at  once  operate  in  every  instance  no  matter 
by  what  means  the  original  infection  gains  entrance,  or  through 
what  other  agents  it  continues  to  operate. 

This  mode  of  dissemination  among  a  large  number  of  closely 
associated  and  uncleanly  individuals  is  contact  infection  with  a 
special  significance. 

Every  case  of  typhoid  fever  occurring  in  an  institution  sub- 
sequent to  a  given  primary  case,  where  the  common  food  and 
water  supplies  are  once  rendered  innocuous  as  they  first  reach  the 
institution,  is  due  to  preventable  contact  infection  and  can  occur 
in  no  other  way.  For  it  matters  not,  so  far  as  the  credit  of  the 
sanitary  management  and  ultimate  results  are  concerned,  whether 
the  infection  of  a  given  resident  individual  results  from  his  direct 
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bodily  association  with  a  primarily  infected  person;  or  whether 
the  latter's  infected  discharges  are  conveyed  to  him  in  a  round- 
about manner  through  the  intervention  of  a  second  individual; 
or  are  carried  by  flies  or  otherwise  indirectly  conveyed  either  to 
him  or  to  the  once  safe-guarded  food  and  drink  which  he  receives. 

It  is  in  each  instance  an  infection  resulting  from  failure  of 
prophylaxis  within  the  hospital  itself;  a  hospital  contact  infec- 
tion occurring  under  official  medical  supervision  possessing  full 
executive  power. 

The  prevention  of  entrance  of  an  initial  infection  into  an  insti- 
tution is  frequently  impossible,  the  difficulties  of  the  entire  sub- 
ject are  great  and  the  criticisms  many.  Whether  justly  or  in  justly 
deserved  the  possibilities  of  credit  to  the  administration  are  small 
and  the  probability  of  censure  great. 

But  whatever  the  circumstances  may  be,  and  no  matter  for 
what  other  conditions  the  management  is  held  accountable;  by 
early  diagnosis  and  prevention  of  contact  infection  in  every 
typhoid  case  that  occurs,  it  is  within  the  power  of  the  administra- 
tion to  take  such  steps  that  will  once  and  for  all  decide  that  no 
matter  how  disastrous  subsequent  events  may  be,  or  to  what  par- 
ticular cause  they  may  be  due,  they  will  be  shown  on  investigation 
not  to  have  arisen  from  preventable  causes  within  the  institution 
itself. 
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Form  of  Record. 
Advantages  of  folder  system  over  books. 
Information  from  various  sources  (preserved  in  folders). 
Writings,  drawings  and  other  productions  of  the  patient. 
Correspondence.    Important  as  showing  the  intelligence  and  education 
of  the  relatives. 
Purposes  for  which  blank  forms  may  be  used. 
General  items  for  statistics   (outside  of  folder). 
Notification  of  relatives. 
History  from  relatives. 
Resident. 
Non-resident. 
Physical  notes. 
General. 

Special  (urinalysis,  etc.). 
Psycho-Physical  Experiments,  important  in  special  cases. 
Sight,  hearing,  taste,  smell,  touch  and  pain. 
Field  of  vision. 
Associated  movements. 
Astereognosis. 
Sensory  and  motor  aphasia. 
Mental  Examinations. 
Importance  of  favorable  conditions. 
Examining  room. 
Light  and  ventilation.     Simplicity. 
Freedom  from  distubances. 
Physical  condition  of  the  patient. 

Relief  of  any  relievable  discomfort. 
Mental  and  emotional  condition  (especially  at  initial  examination). 
Influence  of  drugs. 

Fright,  due  to  strangeness  of  surroundings. 
Suspicion  or  grief. 
Importance  of  recording  any  defect  in  conditions  which  cannot  be  over- 
come. 
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Initial  mental  examination. 

1.  Importance  of  securing  co-operation  of  patient,  and  of  giving  him 

a  fair  chance  to  show  his  true  mental  state. 
Avoidance  of  severe  cross-questioning,  and  other  forms  of  inquiry 

that  tend  to  confuse  the  patient. 
Avoidance  of  giving  any  help  by  suggestion. 

2.  Experimental  questions. 
Suggestibility  and  negativism. 

Effect  of  suggestion  upon  emotional  state. 
Repetition  of  same  question  as  test  for  memory. 
Significance   and   limitations    of   sensory   disturbances   as   symptoms   of 

mental  disease. 
Simple  tests  on  attention  and  memory. 

Limitation  of  any  single  method  of  determining  mental  condition. 
Recognition  of  personal  equation  of  patient. 

Importance  of  considering  how  a  sane  person  would  react  to  similar 
conditions. 

The  care  and  thought  which  is  given  to  the  records  of  the 
patients  in  an  institution  may  generally  be  taken  as  a  fair  index 
to  the  individual  attention  which  each  patient  receives.  This  is 
true  for  two  reasons :  In  the  first  place,  the  physician  who  takes 
special  pains  in  the  care  of  a  patient  will  be  inclined  to  keep  a 
careful  record,  both  in  order  to  call  the  attention  of  others  to  the 
patient,  and  also  in  order  that  he  may  receive  the  credit  that  be- 
longs to  him  for  any  improvement  in  the  patient's  condition.  In 
the  second  place,  a  well-kept  record  of  a  patient  inspires  interest  on 
the  part  of  all  who  are  concerned  in  his  welfare,  and  thus  works 
in  his  favor. 

In  most  institutions  the  folder  system  of  records  has  been  sub- 
stituted for  the  books  that  were  formerly  used.  According  to  the 
old  system,  a  single  book  contains  all  the  admissions  for  a  year, 
and  the  records  of  all  the  patients  admitted  during  a  given  year 
are  accessible  to  but  one  person  at  a  time.  The  book  of  the  cur- 
rent year  is  naturally  in  almost  constant  demand,  and  it  is  im- 
possible for  any  one  to  make  his  notes  as  full  as  they  should  be 
without  encroaching  upon  the  rights  of  others  who  wish  to  use 
the  book.  All  the  notes  must  be  written  by  hand,  and  as  they  are 
usually  written  in  great  haste,  it  is  not  surprising  that  some  of 
them  are  almost  illegible.  Only  two  pages  are  allowed  for  the 
record  of  any  patient,  and  this  space  is  entirely  inadequate  for  a 
patient  of  long  residence  in  the  institution. 
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In  the  folder  system  the  length  of  the  record  can  be  adapted  to 
the  needs  of  the  individual  patient,  and  the  folders  can  be  kept  on 
file  so  as  to  be  easily  accessible  at  all  times.  It  is  convenient  on 
occasions  to  have  the  record  of  a  patient  in  such  form  that  it  can 
be  taken  away  from  the  hospital  for  a  short  time,  as,  for  instance, 
when  the  patient  is  taken  to  a  clinic  or  to  court.  Whenever  pos- 
sible the  records  should  be  typewritten.  Items  of  information 
from  various  sources  may  be  preserved  in  the  folder,  such  as 
writings,  drawings,  and  other  productions  of  the  patient. 

Much  of  the  information  about  the  condition  of  a  patient  may 
be  given  in  stereotyped  form  on  printed  blanks.  It  must  be  kept 
in  mind  that  each  patient  is  an  individual,  and  the  blank-form 
method  of  recording  is  to  be  regarded  as  a  supplement  to  indi- 
vidual observations,  rather  than  as  a  substitute  for  them.  Even 
then  it  must  be  used  with  caution,  because  any  one  who  habitually 
depends  upon  such  aids  is  liable  to  become  careless  in  his  obser- 
vations. The  experienced  examiner,  of  course,  does  not  require 
the  printed  form ;  but  it  is  of  value  to  the  inexperienced  assistant, 
who  has  not  had  special  training  for  this  work  and  does  not  know 
what  observations  to  make.  There  are  certain  questions  that 
should  be  asked  of  every  patient,  and  certain  physical  observations 
that  should  be  made  in  each  case.  It  is  convenient,  both  for  the 
making  and  for  the  reading  of  the  records,  that  the  notes  on  such 
points  should  be  made  according  to  a  fixed  plan;  and  this  uni- 
formity of  records  is  especially  helpful  to  any  one  who  has  occa- 
sion to  consult  a  large  number  of  them  for  statistical  purposes. 
But  the  examiner  must  never  feel  that  he  has  done  his  whole  duty 
when  he  has  filled  out  the  various  blanks,  but  should  rather  allow 
himself  the  use  of  this  short  cut  for  making  the  more  simple  and 
obviously  necessary  observations,  merely  in  order  that  he  may 
have  more  time  for  the  careful  individual  study  of  each  patient 
under  his  care. 

It  may  be  well  to  call  attention  to  some  of  the  special  items  for 
which  the  blank  form  may  be  used  to  good  advantage. 

It  is  convenient  to  give  the  information  required  by  the  Lunacy 
Commission,  or  for  other  records,  and  all  such  as  is  liable  to  be 
needed  for  statistical  reports,  on  the  outside  of  the  folder,  where  it 
may  be  seen  at  once. 
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As  soon  as  a  patient  is  received  into  the  hospital  his  relatives  or 
friends  should  be  notified  of  his  admission,  and  it  is  convenient  to 
use  a  blank  form  for  this  purpose.  It  is  almost  as  important — 
and  a  good  deal  more  difficult — for  the  physician  to  be  on  friendly 
terms  with  the  relatives  as  with  the  patients.  Sometimes  they  are 
as  much  in  need  of  asylum  care  as  is  the  patient  himself,  and  it  is 
an  almost  hopeless  task  for  the  physician  to  try  to  show  them  that 
he  is  working  in  the  interest  of  the  patient,  and  detaining  him  for 
his  own  good.  Whenever  the  relatives  are  disposed  to  try  to 
secure  the  release  of  the  patient  long  before  he  can  be  safely  cared 
for  at  home,  their  visits  are  almost  sure  to  have  a  disturbing  and 
detrimental  effect  upon  the  patient.  It  is,  therefore,  of  the  utmost 
importance  that  the  physician  should  gain  their  confidence  at  the 
start,  and  enlist  their  co-operation  in  keeping  the  patient  contented 
while  he  is  in  the  hospital.  The  first  step  in  the  direction  of  a 
friendly  understanding  with  the  relatives  is  the  prompt  notification 
of  the  admission  of  the  patient. 

Another  purpose  for  which  the  blank  form  may  be  used  is  for 
obtaining  an  early  history  of  the  disease  from  the  relatives.  This 
form  should  be  very  simple,  so  as  to  allow  ample  freedom  for 
individual  questions,  because  the  physician  who  is  experienced  in 
taking  histories  will  think  of  many  questions  which  are  not  sig- 
nificant in  all  cases  and  which  would,  therefore,  be  out  of  place  in 
printed  form.  But  it  is  well  to  have  another  form  especially  de- 
signed for  non-resident  relatives  who  cannot  give  the  physician  a 
personal  interview.  This  form  should  be  as  complete  as  possible, 
and  each  question  should  be  definite,  simple,  non-technical,  and 
so  worded  as  to  involve  the  least  possible  difficulty  in  the  answer. 

A  general  physical  examination  should  be  made  of  each  patient 
received  into  the  hospital,  and  this  should  be  as  complete  as  pos- 
sible. If  the  condition  of  the  patient  permits,  this  examination 
should  be  made  very  soon  after  his  admission.  But  frequently  his 
condition  is  such  that  he  would  be  unduly  disturbed  by  it,  and  the 
effect  might  be  detrimental  to  his  health.  A  successful  examina- 
tion requires  some  co-operation  on  the  part  of  the  patient,  and  if  he 
is  unable  or  unwilling  to  do  his  part,  it  is  better  to  make  notes  on 
his  general  condition  and  on  any  special  symptoms  that  are  ob- 
served, and  reserve  the  prolonged  examination  until  a  more  favor- 
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able  time.  Great  care  should  be  taken  to  avoid  giving  the  patient 
any  unnecessary  annoyance,  and  if  he  becomes  very  restive  under 
the  examination  it  may  be  well  to  postpone  part  of  it  until  another 
time.  In  case  the  examination  is  at  best  unsatisfactory,  a  note 
should  be  made  of  the  fact  and  the  apparent  reasons  for  it.  A 
brief  description  of  the  mental  condition  at  the  time  of  the  ex- 
amination should  always  be  given,  with  special  care  to  make  note 
of  any  mental  tendency  that  would  have  a  bearing  upon  the  relia- 
bility of  the  results  of  the  examination. 

Printed  or  stamped  forms  showing  the  viscera  and  body  out- 
line are  often  of  service  in  recording  the  findings  of  the  examiner. 
Heart  murmurs  may  be  traced  upon  such  a  form,  and  all  injuries, 
scars,  tumors  and  anaesthetic  areas  may  be  accurately  located. 

A  complete  analysis  of  the  urine  should  always  be  made  and 
recorded  upon  a  special  chart  as  soon  as  possible  after  the  patient 
is  admitted. 

Mention  should  always  be  made  of  the  keenness  of  sight,  hear- 
ing, taste  and  smell,  and  especially  of  the  sensitivity  to  touch  and 
pain.  These  points  may  usually  be  noted  with  sufficient  accuracy 
by  simple  observation  or  by  rough  experiments,  such  as  any  one 
can  make  without  special  apparatus.  One  may  have  a  fair  idea  of 
the  sensitivity  to  touch,  for  instance,  by  observing  how  much 
attention  the  patient  pays  to  a  fly  that  lights  on  his  body  during 
the  examination.  It  is  advisable,  however,  to  make  more  careful 
and  accurate  experiments  for  determining  any  such  factors  which 
appear  to  have  a  special  bearing  upon  the  mental  condition  of  the 
patient.  Other  psycho-physical  experiments,  which  are  useful  in 
special  cases,  are  the  tests  for  the  field  of  vision,  the  tendency  to 
associated  movements,  sensory  and  motor  aphasia  and  astereo 
gnosis. 

Aside  from  the  intrinsic  importance  of  the  physical  examina- 
tion, it  is  also  of  great  significance  by  reason  of  the  light  which  it 
throws  upon  the  mental  condition  of  the  patient. 

The  mental  examination  should  be  made  under  the  most  favor- 
able conditions  that  can  be  secured,  so  that  the  patient  may  have  a 
fair  chance  to  show  his  true  mental  state,  rather  than  his  passing 
mood.  This  is  especially  important  in  the  case  of  a  newly- 
admitted  patient.    The  law  in  Pennsylvania  requires  that  a  pro- 
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visional  mental  diagnosis  of  each  case  be  made  within  twenty-four 
hours  of  the  admission  of  the  patient,  and,  consequently,  it  is 
necessary  to  make  the  initial  mental  examination  immediately  after 
the  admission.  This  is,  in  many  cases,  an  unfavorable  time.  The 
patient  may  be  under  the  influence  of  a  sedative  or  other  drug,  so 
that  it  is  difficult  to  arouse  him  to  full  consciousness  of  his  sur- 
roundings. He  may  have  been  brought  to  the  hospital  under  some 
false  pretense,  in  which  case  he  is  liable  to  be  excited  and  angry 
when  he  learns  where  he  is,  or  he  may  be  overcome  by  fear  be- 
cause he  does  not  know.  It  may  be  necessary  to  make  the  ex- 
amination in  spite  of  these  disadvantages,  but,  whenever  it  is 
evident  that  the  patient's  mental  condition  is  seriously  affected  by 
the  strangeness  of  his  surroundings,  it  is  well  to  make  a  note  of 
the  fact. 

The  examining  room  should  be  in  a  quiet  part  of  the  building, 
so  as  to  be  free  from  disturbances  from  outside.  It  should  be  well 
lighted,  and  very  plainly  furnished,  with  no  unnecessary  fixtures, 
wall  decorations,  or  anything  that  would  tend  to  distract  the  atten- 
tion of  the  patient  from  the  examination.  The  room  should  be  of 
comfortable  temperature  and  well  ventilated. 

The  patient  should  be  made  as  comfortable  as  the  circumstances 
permit.  If  he  is  suffering  from  thirst,  it  should  be  relieved 
before  the  examination  is  begun.  If  he  is  in  pain,  the  fact  should 
be  noted. 

It  is  not  always  possible  to  make  the  conditions  meet  all  the  ideal 
requirements,  but  it  is  possible,  when  the  defects  are  serious 
enough  to  have  a  decided  bearing  upon  the  mood  of  the  patient,  to 
put  on  record  a  brief  statement  of  the  fact. 

The  physician  should  endeavor  by  every  means  to  secure  the 
confidence  of  the  patient,  both  in  order  to  have  the  best  possible 
opportunity  to  understand  his  condition  and  also  as  a  therapeutic 
measure.  A  good  rule  to  follow  is  to  be  honest  with  the  patient, 
and  never  make  any  promise  that  cannot  be  kept.  If  the  patient 
feels  that  he  has  been  deceived  by  the  physician,  he  is  liable  to 
become  suspicious  of  the  whole  institution;  and  this  impression, 
once  formed,  is  difficult  to  overcome.  The  physician  should  bear 
this  in  mind  at  the  time  of  the  initial  mental  examination,  when  a 
little  tact  and  courtesy  will  go  a  long  way  toward  making  the 
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patient  content  to  remain  in  the  hospital  and  to  obey  the  medical 
instructions. 

The  initial  mental  examination  may  for  convenience  be  divided 
into  two  parts,  although  the  dividing  line  should  not  be  apparent 
to  any  one  except  the  examiner.  The  purpose  of  the  first  part  is 
to  see  how  coherent  and  how  correct  an  account  of  himself  a  patient 
can  give,  unaided  by  any  suggestions  from  the  examiner.  Severe 
cross-questioning  should  be  avoided,  and  all  forms  of  inquiry  that 
would  tend  to  confuse  the  patient.  On  the  other  hand,  it  is  not 
advisable,  in  this  part  of  the  examination,  to  give  him  any  direct 
help  in  expressing  himself,  or  to  ask  a  question  in  such  a  way  as 
to  imply  what  answer  is  expected.  Many  of  the  statements  of  a 
patient,  especially  about  his  delusions  and  hallucinations,  are 
much  more  significant  when  made  spontaneously  than  when  drawn 
from  him  by  direct  questions. 

When  the  examiner  makes  a  definite  attempt  to  elicit  hallucina- 
tions he  is  liable  to  find  what  he  is  looking  for,  whether  it  is  there 
or  not.  Even  an  unprejudiced  and  experienced  examiner  may 
become  confused  as  to  which  of  the  patient's  answers  are  founded 
on  fact  and  which  are  given  merely  in  response  to  suggestion. 
Patients  who  were  entirely  free  from  hallucinations  have  been 
known  to  acknowledge  them  in  answer  to  questions,  sometimes 
because  of  a  tendency  to  accept  without  reflection  any  suggestion 
that  is  offered,  sometimes  because  they  think  the  examiner  is  in- 
quiring about  their  dreams,  and  take  it  for  granted  that  he  will 
understand  that  they  are  relating  dreams,  and  occasionally  because 
they  think  the  questions  are  too  foolish  to  be  taken  seriously,  and 
assent  to  all  questions  merely  to  make  sport  of  the  examiner.  It 
is  plain  that  some  of  these  sources  of  error  may  be  avoided  by 
making  the  first  questions  as  general  as  possible,  so  as  to  give  the 
patient  a  chance  to  tell  his  story  in  his  own  way.  After  he  has 
given  all  the  information  he  is  disposed  to  give,  questions  may  be 
used  more  freely,  but  they  should  not  be  too  direct.  Sometimes  a 
patient  who  is  trying  to  conceal  his  delusions  and  hallucinations, 
and  who  would  deny  them  if  questioned  directly  about  them,  may 
disclose  them  without  knowing  it  in  his  answers  to  questions  on 
other  subjects. 

In  the  second  part  of  the  examination  the  purpose  of  the  ques- 
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tions  is  not  to  obtain  information  from  the  patient,  but  merely  to 
determine  how  he  will  answer  them.  Questions  asked  with  this 
view  may  be  called  experimental  questions  and  they  are  useful  for 
several  purposes.  It  is  permissible,  in  this  part  of  the  examina- 
tion, to  give  suggestions  of  varying  degrees  of  directness,  in  order 
to  see  how  readily  the  patient  responds  to  suggestion. 

Suggestibility  is  of  considerable  significance  as  a  symptom  and 
it  is  important  to  note  its  presence.  Negativism  is  also  an  im- 
portant symptom  which  may  sometimes  be  observed  by  means  of 
suggestive  questions.  The  effect  of  suggestion  upon  the  mood  or 
emotional  state  of  a  patient  should  also  be  observed.  If  he  can  be 
made  either  happy  or  depressed  by  the  questions  of  the  examiner, 
or  if  he  shows  amusement  or  resentment  at  other  questions,  the 
variability  of  his  mood  is  of  significance  in  diagnosis.  Suggestions 
of  this  nature  are  important,  also,  as  showing  in  what  cases  sug- 
gestive therapeutic  measures  are  most  likely  to  be  of  use. 

In  many  cases  it  is  of  interest  to  repeat  certain  questions  at 
intervals  during  the  examination  in  order  to  see  how  well  the 
answers  will  agree.  If  they  are  contradictory  it  should  be  noted 
whether  the  inconsistency  appears  to  be  from  loss  of  memory, 
from  inattention  and  careless  indifference,  or  from  ignorance  and 
illiteracy.  If  there  is  evidence  of  positive  inability  to  recall,  it 
should  be  observed  for  what  kind  of  events,  and  for  what  time  of 
life  the  memory  is  most  impaired.  If  the  patient's  attention  is 
called  to  the  inconsistency,  it  should  be  noted  if  he  attempts  to 
explain  and  reconcile  the  contradictory  statements,  if  he  acknowl- 
edges that  he  is  mixed  up,  or  if  he  becomes  irritated. 

It  is  of  great  importance  that  all  notes  on  hallucinations  and 
other  sensory  disturbances  should  be  accurate,  because,  if  not  so, 
they  may  be  very  misleading.  Hallucinations  are  especially  char- 
acteristic of  certain  forms  of  mental  disease,  and,  for  this  reason, 
their  significance  is  liable  to  be  overestimated.  As  has  already 
been  shown,  the  frank  statement  of  a  patient  that  he  sees  visions 
and  hears  voices  does  not  always  indicate  that  he  has  true  hallu- 
cinations. Even  if  it  is  reasonably  certain  that  the  patient  intends 
to  be  truthful  in  his  description  of  his  visions,  it  is  not  safe  for  the 
examiner  to  accept  his  account  of  them  until  he  has  ascertained 
whether  the  patient  refers  to  dreams  or  waking  experiences.    That 
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a  patient  should  mistake  a  dream  for  a  real  experience  is  not  in 
itself  an  indication  of  insanity.  Almost  any  one  may  be  deceived 
by  a  dream  that  is  in  every  way  consistent  with  real  life.  Some 
dreams  are  more  vivid,  more  interesting,  and  more  distinctly 
remembered  than  are  some  experiences  of  real  life  or  a  dream-like 
event.  We  cannot  depend  entirely  upon  our  sense  of  reality;  we 
usually  decide  the  matter  by  means  of  some  external  evidence. 
We  are  not  deceived  by  a  dream  that  conflicts  with  the  laws  of 
space,  time,  gravity  and  energy,  because  we  have  more  confidence 
in  these  laws  than  in  our  senses.  In  like  manner,  we  regard  as  a 
dream  any  experience,  however  possible  in  itself,  which  conflicts 
with  the  experience  of  yesterday  as  we  remember  it.  If  we  know 
that  we  were  in  Philadelphia  all  day  yesterday,  we  are  no  more 
liable  to  be  deceived  by  a  dream  of  a  trip  to  New  York  than  by  a 
dream  of  a  trip  to  the  moon.  But  we  may  be  deceived  by  a  dream 
of  an  insignificant  event  which,  if  real,  would  occupy  but  a  moment 
of  time.  A  man  who  is  accustomed  to  being  called  in  the  morning 
may  be  wholly  at  a  loss  to  know  whether  the  call  which  he  seemed 
to  hear  a  few  minutes  ago  was  a  dream  or  a  real  experience.  How- 
ever much  he  would  like  to  regard  it  as  a  dream,  he  may  have  so 
distinct  a  memory  of  having  heard  and  answered  the  call  that  he 
rises  without  looking  at  his  watch  and  learns  later,  to  his  great 
sorrow,  that  he  has  needlessly  sacrificed  several  minutes  that  he 
might  have  spent  in  bed. 

In  distinguishing  between  dreams  and  real  events,  the  educated 
man  has  a  great  advantage  over  the  uneducated.  The  ignorant 
man,  having  but  little  knowledge  of  natural  laws,  places  undue 
reliance  upon  his  senses,  and  consequently  is,  the  more  often  de- 
ceived. Any  one  who  believes  in  ghosts  is  as  liable  to  be  deceived 
by  a  dream  of  a  ghost  in  his  bedroom  as  by  a  dream  of  looking 
at  his  watch  or  of  hearing  the  call  to  rise. 

Ignorance  and  superstitution  are  probably  responsible  for  a 
considerable  number  of  the  visions  and  fantastic  ideas  that  go 
down  upon  our  records  as  hallucinations  and  delusions.  It  may 
sometimes  be  impossible  to  find  out  with  certainty  whether  a 
patient  is  delusional  or  merely  superstitious,  but  in  such  cases  the 
examiner  should  put  on  record  a  note  about  the  general  intelligence 
of  the  patient  and  leave  the  reader  of  the  record  to  draw  his  own 
conclusions. 
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When  hallucinations  are  known  to  be  present,  it  still  remains  to 
be  determined  what  bearing,  if  any,  they  have  upon  the  mental 
condition  of  the  patient.  Many  sane  persons  have  had  hallucina- 
tions, and  they  are  by  no  means  inseparable  from  mental  disease. 
The  significance  of  hallucinations  lies  rather  in  their  effect  upon 
conduct  than  upon  the  mere  fact  of  sense  deception.  It  makes 
little  difference  whether  the  effect  upon  conduct  is  good  or  bad; 
it  is  sufficient  to  show  that  they  have  any  effect.  Visions  are  too 
uncertain  to  be  regarded  as  a  safe  guide  for  conduct,  and  the  man 
who  depends  upon  them  in  regulating  his  life  is  an  unsafe  person 
to  be  at  large.  If  sensory  disturbances  were  always  observed  with 
reference  to  their  bearing  on  the  habits  of  thought  and  action  of 
the  patient,  much  unnecessary  confusion  and  misunderstanding 
might  be  avoided.  When  the  presence  of  hallucinations  is  re- 
corded in  the  history  of  a  patient,  it  should  be  accompanied  by  a 
statement  about  the  patient's  attitude  toward  his  sensory  disturb- 
ances, in  order  to  show  what  tendency  there  is  for  the  hallucina- 
tions to  give  rise  to  fixed  delusions,  and  especially  to  show  how  far 
they  are  liable  to  influence  the  patient's  conduct. 

In  special  cases  it  is  helpful  to  make  simple  tests  on  the  atten- 
tion, memory  and  other  mental  processes.  Arithmetical  calcula- 
tions may  be  used  for  this  purpose,  or  the  patient  may  be  requested 
to  memorize  a  series  of  numbers,  letters,  or  words,  the  object  being 
to  determine  the  length  of  time  required  for  the  process.  It  is  not 
advisable  to  attempt  such  tests  in  all  cases,  but  only  upon  such 
patients  as  are  able  and  willing  to  co-operate.  The  test  should  be 
adapted,  more  or  less,  to  the  individual  patient,  so  as  to  conform 
to  his  ability,  education  and  interests.  The  purpose  of  the  test  is 
to  aid  the  examiner  in  understanding  the  condition  of  a  particular 
patient,  rather  than  to  form  a  standard  for  comparison  between 
different  patients.  The  ability  of  any  person  along  any  line  is 
determined  by  individual  factors,  and  it  would  not  be  safe  to  draw 
conclusions  from  the  record  of  a  given  patient  as  compared  with 
that  of  another  patient,  or  as  compared  with  that  of  a  sane  person. 
But  the  comparison  of  different  records  of  the  same  patient,  taken 
at  different  times,  may  be  significant  in  showing  the  progress  of 
convalescence  or  deterioration,  and  the  general  attitude  of  the 
patient  toward  the  test — his  willingness  or  reluctance  to  comply 
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with  the  conditions  and  his  interest  or  indifference  as  to  what  kind 
of  a  record  he  is  making — ^may  give  the  examiner  some  insight 
into  his  mental  condition,  independently  of  the  results. 

There  are  many  methods  of  observing  the  insane,  each  of  which 
is  useful  in  its  own  way,  but  none  of  which  will  suffice  for  the 
examination  of  all  patients.  The  personal  equation  of  each  patient 
is  a  factor  which  should  always  be  recognized,  and  to  determine 
which  of  the  methods  are  best  suited  to  a  given  patient,  one  needs 
a  moderate  supply  of  common  sense — a  faculty  which  is  not  wholly 
at  a  discount  even  when  one  is  dealing  with  sane  persons.  It  is  a 
good  plan  to  always  consider  in  what  manner  a  sane  person  would 
react  to  similar  conditions. 

It  may  be  seen  from  the  records  of  any  asylum,  how  much  care 
is  taken  to  understand  each  patient  as  an  individual.  Every  physi- 
cian who  has  charge  of  a  very  large  number  of  patients  is  in  dan- 
ger of  drifting  into  a  narrow  routine  of  work ;  and  this  tendency 
may  be  seen  in  the  mechanical  similarity  of  the  records  of  different 
patients,  and  in  the  oft-repeated  statement  that  a  patient  is  con- 
fused or  that  he  has  hallucinations.  But  the  records  of  a  physician 
who  makes  all  possible  effort  to  keep  out  of  ruts  may  be  easily 
distinguished  from  the  records  of  one  who  habitually  thinks  of  a 
patient  merely  as  a  patient — as  if  all  patients  were  alike. 
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A  HISTORY  OF  INSTITUTIONAL  CARE  OF  THE  IN- 
SANE IN  THE  UNITED  STATES  AND  CANADA. 

By  henry  M.  HURD,  M.  D. 

The  American  Medico-Psychological  Association  is  by  several 
resolutions  committed  to  a  scheme  for  the  compilation  and  pub- 
lication of  a  history  of  the  institutional  care  of  the  insane  in  the 
United  States  and  Canada,  although  at  no  time  has  any  definite 
plan  been  outlined  by  the  Association.  It  is  evident,  however, 
to  all  who  have  given  thought  to  the  matter  that  this  history 
should  present  a  detailed  record  of  the  early  beginning  and  later 
of  the  wide-spread  and  comparatively  rapid  movement  which,  be- 
tween 1840  and  i860,  resulted  in  State  care  for  the  insane  in  all 
parts  of  the  United  States  and  Canada,  and  should  pay  a  tribute 
to  the  efforts  of  philanthropic  men  and  women  to  rouse  the  public 
conscience  to  action  in  behalf  of  a  neglected  and  helpless  class 
of  patients.  These  men  established  institutions  in  States  and 
Provinces  where  they  had  never  before  existed ;  they  were  also 
foremost  in  fostering  a  public  sentiment  which  would  serve  as  a 
sure  guarantee  that  these  institutions  would  be  taken  care  of  when 
they  had  entered  upon  their  beneficent  career.  It  is  consequently 
necessary  that  the.  biographies  of  such  men  should  accompany  an 
account  of  the  institutions  which  they  created.  Nor  does  this 
cover  the  whole  scope  of  the  undertaking.  In  the  majority  of 
instances  the  success  of  the  institutions  which  had  been  founded 
depended  wholly  upon  the  labors  of  self-sacrificing,  public-spirited 
and  able  medical  men  who  devoted  their  lives  to  the  management 
of  them  and  relinquished  all  personal  prospects  of  fortune  or 
worldly  aggrandizement.  For  this  reason  it  seems  equally  desir- 
able and  just  that  biographical  sketches  be  given  of  those  men 
who  were  such  all-important  factors  in  the  success  of  the  great 
work. 

The  movement  to  write  a  history  of  the  Association  and  its 
31* 
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work  had  its  origin  at  the  Baltimore  meeting  in  1895,  when  Dr. 
Powell,  of  Georgia,  presented  a  very  interesting  outline  of  the 
"  rise  and  progress  of  a  vast  system  of  charities  in  the  fifteen 
Commonwealths  of  the  South,"  with  detailed  accounts  of  institu- 
tions in  Virginia,  North  Carolina  and  Georgia.  It  was  evident 
from  the  interest  which  was  then  excited  that  much  had  been 
done  by  similar  foundations  in  all  the  States  of  the  Union,  and 
from  this  conviction  grew  the  original  resolutions  subsequently 
presented  by  Dr.  J.  W.  Babcock,  of  Columbia,  S.  C.  These  reso- 
lutions were  considered  and  favorably  acted  upon,  and  a  com- 
mittee was  appointed,  but  nothing  seems  to  have  come  of  it, 
although  progress  has  been  reported  from  time  to  time,  and  an 
effort  has  been  made  to  stir  up  a  general  sentiment  in  favor  of 
completing  the  work.  P'or  this  and  other  reasons,  although  not 
aware  of  any  special  personal  fitness  for  the  work,  I  did  not  feel 
at  liberty  to  decline  the  appointment  made  at  the  Cincinnati  meet- 
ing, and  of  which,  by  the  way,  I  learned  for  the  first  time  in  June 
last  at  Atlantic  City.  Since  that  time  I  have  made  an  inter- 
mittent effort  to  organize  the  work  and  to  collect  such  material 
as  I  could  find.* 

The  object  of  the  present  paper  is  to  give  some  account  of  the 
progress  of  the  work  and  to  say  what  needs  to  be  done.  I  hope, 
also,  to  stir  up  in  the  minds  of  the  members  of  the  Association 
a  feeling  of  responsibility  for  it,  so  that  there  may  be  co-operation 
in  gathering  the  material  and  preparing  it  for  publication  at  the 
proper  time.  The  difiiculties  in  the  task  are  very  great.  Those 
who  have  been  interested  in  the  construction  of  the  institutions 
for  the  insane  in  the  United  States  have  been  largely  isolated 
workers,  and  their  records  are,  consequently,  widely  scattered 
throughout  the  different  States  of  the  Union. 

In  some  instances,  as  in  Georgia,  the  names  of  the  men  who 
began  the  movement  to  establish  an  institution  for  the  insane  are 
absolutely  lost.  It  is  simply  known  that  an  unknown  man  made 
his  appearance  about  the  year  1837  in  Georgia  and  so  moved  the 

*The  full  committee  is  as  follows:  Dr.  Henry  M.  Hurd,  Chairman; 
Dr.  William  F.  Drewry,  for  the  South;  Dr.  Richard  Dewey,  for  the 
West;  Dr.  Charles  W.  Pilgrim,  for  the  Middle  States;  Dr.  G.  Alder 
Blumer,  for  New  England;  Dr.  T.  J.  W.  Burgess,  for  British  America. 
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Legislature  by  his  fervid  appeal  as  to  induce  that  body  to  start 
an  institution  for  the  insane.  No  one  now  knows  his  name  or 
where  he  came  from  or  his  subsequent  history.  It  has  been  con- 
jectured that  he  was  an  invalid  temporarily  in  Georgia  for  his 
health.  He  performed  a  worthy  work  and  passed  on  into  obscur- 
ity and  no  one  can  now  do  him  honor. 

The  principal  difficulty,  however,  in  collecting  material  thus 
far  has  been  a  lack  of  a  feeling  of  individual  responsibility  on 
the  part  of  the  members  of  the  Association.  Everybody  has 
felt  perfectly  willing  to  have  somebody  else  undertake  the  task. 
It,  however,  is  of  such  a  character  that  it  must  be  undertaken 
by  individuals  in  every  State.  Members  of  the  Association  living 
in  Michigan  cannot  write  an  adequate  history  of  what  has  been 
done  in  Maryland;  nor  would  it  be  possible  for  a  person  living 
in  Maine  to  appreciate  what  has  been  done  or  get  any  adequate 
information  about  the  history  of  an  institution  in  Texas  or  in 
California,  or  any  other  State  except  his  own. 

The  work,  consequently,  needs  the  co-operation  of  every  single 
member;  records  of  corporate,  State  and  private  hospitals  should 
be  searched  and  material  should  be  gathered  concerning  every- 
thing essential  to  a  proper  understanding  of  it.  Acts  of  General 
Assemblies  should  be  examined,  messages  of  Governors  should  be 
scanned ;  reports  of  committees  should  be  read ;  reports  of  com- 
missions charged  with  the  location  of  institutions  and  the  erection 
of  buildings  and  the  purchase  of  sites  should  be  studied;  plans 
of  buildings,  projects  of  laws,  methods  of  maintenance — these  and 
a  multitude  of  other  data  are  needed  for  the  information  of  the 
committee  in  charge  of  the  history.  A  chapter  in  the  proposed 
work  should  be  devoted  to  the  changes  which  have  been  made 
from  time  to  time  in  the  laws  of  the  different  States  in  regard  to 
the  commitment  of  the  insane  to  better  protect  the  rights  of  the 
insane  and  at  the  same  time  to  guard  the  interests  of  the  com- 
munity, and  these  changes  should  be  traced  from  one  stage  of 
progress  to  another.  The  present  almost  universal  movement 
even  for  the  voluntary  admission  of  patients  to  institutions  has 
been  an  evolution  from  past  very  strenuous  laws  for  the  detention 
and  commitment  of  the  insane  persons  which  followed  in  their 
turn  the  former  period  of  no-law  when  the  insane  were  not 
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gathered  into  institutions  or  adequately  cared  for.  It  is  very 
important  to  know  how  these  changes  have  been  brought  about 
and  what  has  influenced  the  present  happy  state  of  affairs. 

Histories  of  asylums  and  hospitals  are  also  needed ;  biographies 
of  individuals,  superintendents  of  institutions,  medical  officers  and 
trustees  should  be  sedulously  gathered  and  perpetuated.  All 
changes  in  the  organization  and  construction  of  institutions  should 
receive  attention;  the  development  of  the  cottage  system  with 
detached  buildings  and  farm  colonies,  the  open-door  system — all 
should  be  presented  in  contrast  with  the  old-fashioned  closed  and 
monastic  institutions  which  were  built  for  40  or  50  years  through- 
out the  United  States  and  Canada. 

Every  epoch-making  change  in  the  architecture  and  arrange- 
ment of  institutions,  or  in  the  management  and  the  treatment  of 
cases,  should  be  carefully  sought  out  in  the  various  States.  The 
material  at  present  available  in  the  hands  of  the  committee  may 
be  briefly  described  to  prevent  any  waste  of  effort  on  the  part  of 
members  by  repeating  the  labor  of  others. 

The  American  Journal  of  Insanity  furnishes  interesting 
descriptions  of  the  earlier  institutions,  as  well  as  biographies  of 
the  members  of  the  Association  or  of  men  interested  in  insanity. 
The  Journal  of  Insanity  and  the  Transactions  of  the  Asso- 
ciation contain  about  150  such  biographies.  Another  source  of 
information  of  a  similar  character  is  furnished  by  the  writings 
of  Dr.  Curwen.  He  published  a  "  History  of  the  Association," 
also  a  "  History  of  the  Original  Thirteen  Members  of  the  Asso- 
ciation of  Superintendents  of  Institutions  for  the  Insane  " ;  also 
a  "  Presidential  Address,"  which  appears  in  Volume  IV  of  the 
Transactions,  covering  a  space  of  about  60  pages,  in  which,  in 
addition  to  an  account  of  several  institutions,  he  gives  biographies 
of  a  large  number  of  men  who  were  eminent  in  the  earlier  days 
of  the  Association.  These  writings  are  of  great  value  and  can 
be  utilized.  Another  valuable  contribution  is  the  paper  of  Dr. 
T.  O,  Powell,  of  Milledgeville,  Georgia,  already  referred  to. 
Much  of  it  can  be  published  without  change,  and  the  briefer  por- 
tions will  serve  as  an  excellent  outline  for  fuller  treatment. 
Another  interesting  and  valuable  sketch  is  Dr.  J.  W.  Babcock's 
chapter  on  "  Public  Charity,"  in  a  book  entitled  "  A  Handbook 
of  South  Carolina,"  published  in  1908.    This  contains  illustrations 
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and  valuable  biographies  of  men  who  were  eminent  in  South 
Carolina  and  did  philanthropic  service  in  initiating  hospital  pro- 
vision for  the  insane  in  that  State.  Another  book  which  con- 
tains much  useful  material  is  the  "  Life  of  Dorothea  L.  Dix,"  with 
an  account  of  her  travels  throughout  the  United  States  to  awaken 
public  sentiment  in  behalf  of  establishing  institutions  for  the  in- 
sane. Dr.  J.  T.  W.  Burgess,  of  Montreal,  has  also  published 
among  the  transactions  of  the  Royal  Society  of  Canada  "  A  His- 
torical Sketch  of  Canadian  Institutions  for  the  Insane,"  which 
shows  great  research  and  industry ;  it  has  preserved  many  details 
which  might  otherwise  already  have  been  lost.  Another  similar 
book  is  "  Annals  of  the  Vermont  Asylums "  by  the  late  Dr. 
Draper,  of  Brattleboro,  Vt.  These  books  will  enable  all  mem- 
bers who  have  access  to  them  or  to  the  files  of  The  Journal  of 
Insanity  or  the  Transactions  of  the  Medico-Psychological  As- 
sociation to  acquaint  themselves  with  what  has  already  been 
written  and  published. 

It  cannot  be  too  strongly  emphasized  that,  if  in  old  times 
bricks  could  not  be  made  without  straw,  it  is  equally  true  at  the 
present  time  that  history  cannot  be  written  without  the  fullest 
access  to  original  documents.  Every  sort  of  a  document  is  essen- 
tial to  a  writer  of  modern  history,  and  no  collection  of  material 
can  be  considered  trivial  which  bears  in  any  way  upon  the  truth 
or  casts  a  fuller  light  upon  history.  It  is  desirable  that  every 
member  should  write  the  story  of  his  own  institution,  and  as  far 
as  possible  the  history  of  the  general  movement  in  behalf  of  the 
insane  in  the  State  should  be  entrusted  to  some  citizen  of  that 
State  who  is  familiar  with  the  facts.  Wherever  it  is  not  practi- 
cable for  any  reason  for  a  superintendent  of  an  institution,  or 
for  persons  who  are  most  familiar  with  the  facts,  to  gather  them 
into  connected  history,  the  committee  will  undertake  the  work 
of  compiling  it,  and  later  will  submit  it  to  the  proper  persons 
for  revision,  correction  and  criticism.  It  is,  however,  important 
that  every  person  should  feel  a  sense  of  personal  responsibility, 
and  that  the  work  should  be  done  immediately  and  not  relegated 
to  an  uncertain  future.  Already  much  valuable  material  has  been 
lost,  especially  in  the  Southern  States,  by  reason  of  a  failure  to 
gather  such  documents  when  access  to  them  was  possible.  In 
several  States,  in  fact,  the  ravages  of  the  late  war  destroyed  many 
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important  records  of  State  institutions,  and  some  of  them  are 
irreparably  lost.  The  industry  of  other  members  of  the  com- 
mittee is  worthy  of  special  mention:  Dr.  Burgess,  of  Montreal, 
has  gathered  considerable  material  to  amplify  and  complete  his 
paper  already  referred  to.  Dr.  Pilgrim,  of  Poughkeepsie,  has 
begun  to  collect  the  records  of  hospitals  and  asylums  in  New 
York,  Pennsylvania  and  New  Jersey.  Dr.  Dewey,  of  Milwaukee, 
notwithstanding  his  absence  in  Europe,  has  done  valuable  pre- 
paratory work,  and  is  now  planning  to  secure  aid  from  his  asso- 
ciates in  the  Middle  West. 

The  question  of  the  mode  of  publication  becomes  an  important 
one.  My  personal  impression  is  that  it  is  desirable  to  write  this 
history  fully,  with  much  detail.  Even  if  the  work  grows  to  two, 
three  or  four  large  volumes,  it  should  be  undertaken.  It  also 
should  be  adequately  illustrated,  and  printed  in  good  form  so 
that  it  may  be  a  lasting  record  of  the  movement  and  those  who 
promoted  it.  I  would  suggest  that  a  sum  not  to  exceed  $250  per 
year  be  allowed  for  clerkship,  postage  and  similar  necessary  ex- 
penses in  order  to  prepare  the  manuscript  of  the  first  volume. 
The  committee  thus  far  has  worked  without  funds,  except  such 
as  has  been  supplied  by  its  members  individually;  if  need  be  it 
can  continue  to  do  so.  If,  however,  authority  is  given  to  employ 
a  stenographer  occasionally,  or  to  secure  clerical  assistance  for 
copying  and  the  like,  it  will  expedite  the  work  much.  All  mem- 
bers of  the  committee  are  busy  men  and  cannot  profitably  spend 
many  hours  a  week  in  routine  clerical  work. 

I  have  taken  the  liberty  to  embody  the  substance  of  this  paper 
in  a  resolution  which  I  now  offer  to  ascertain  the  will  of  the  As- 
sociation in  the  matter  of  the  publication  of  the  book.  I  shall  be 
very  glad  to  have  it  modified,  revised,  or  in  any  way  changed 
so  as  to  bring  out  more  completely  the  wishes  of  the  Association 
in  this  matter.  I  am  not  wedded  to  any  theory  of  publication,  or 
any  form  of  work.  I  am  anxious  that  the  work  go  on  with  as 
much  rapidity  as  possible.  It  is  equally  important,  however,  that 
the  work  be  done  thoroughly,  so  that  in  future  all  may  know  wh' 
in  the  past  contributed  to  the  success  of  an  important  philan- 
thropic achievement. 
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DR.  PATRICK  LIVINGSTON  MURPHY. 

Patrick  Livingston  Murphy,  M.  D.,  late  superintendent  of  the 
State  Hospital  at  Morganton,  N.  C,  was  born  on  the  plantation 
of  his  father  in  Sampson  county,  North  Carolina,  October  23, 
1848,  educated  in  the  best  schools  and  academies  of  the  time,  he 
was  prepared  for  a  college  course,  but  prevented  from  pursuing 
this  by  the  stringency  of  the  times.  He  began  the  study  of 
medicine  with  the  family  physician  as  preceptor,  and  entered  the 
University  of  Virginia,  taking  one  course  there,  completing  his 
college  work  at  the  University  of  Maryland,  where  he  took  his 
degree  in  1871.  Returning  to  North  Carolina  he  was  licensed, 
and  settling  in  Wilmington,  N.  C,  entered  upon  the  practice  of 
his  profession  in  partnership  with  an  eminent  practitioner  of  that 
city.  He  was  immediately  successful  and  for  a  time  enjoyed  a 
lucrative  practice.  He  found,,  however,  the  routine  of  general 
practice  irksome  and  in  a  few  years  abandoned  it  that  he  might 
enter  other  fields.  At  this  period  of  uncertainty  as  to  a  career, 
the  building  of  the  Western  North  Carolina  Asylum  for  the  In- 
sane suggested  to  him  that  the  superintendency  of  such  an  in- 
stitution would  be  to  his  liking,  and  he  determined  to  fit  himself 
for  and  seek  the  position. 

In  accordance  with  this  plan  he  accepted  a  position  as  assistant 
physician  at  the  Western  Virginia  Asylum  at  Staunton,  Virginia. 
There  he  worked  assiduously  acquainting  himself  with  the  tech- 
nical professional  and  administrative  work  of  the  treatment  and 
care  of  the  insane. 

The  result  of  this  was  that  when  the  Western  Asylum  was 
opened  he  brought  to  the  board  of  directors  assembled  to  choose 
a  superintendent,  recommendations  of  such  strength,  that  though 
he  was  without  political  influence  he  was  elected  over  a  large  field 
of  competitors,  many  of  them  eminent  in  the  State  as  successful 
practitioners. 
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He  entered  upon  his  duties  as  superintendent  in  January,  1883 
with  such  zeal  that  his  fitness  was  soon  manifest  to  all. 

Not  satisfied  with  existing  conditions  at  most  of  the  asylums 
of  the  country,  he  sought  everywhere  the  best  methods  and 
applied  them  to  his  needs. 

Impressed  early  in  his  career  with  the  fact  that  the  custodial 
care  of  all  the  insane  should  be  made  subordinate  to  the  develop- 
ment of  the  institution  as  a  place  for  treatment  for  the  sick,  he 
soon  made  his  asylum  in  fact  a  hospital,  and  after  repeated  effort 
was  successful  in  having  the  name  asylum  dropped  from  the 
official  titles  of  all  the  institutions  in  the  State  and  Hospital  sub- 
stituted. 

With  the  crudest  materials  for  his  work ;  with  the  most  meagre 
support  fund,  and  with  a  State  ignorant  of  the  best  and  content 
with  mediocrity,  he  worked  to  the  end  that  the  people  might  know 
what  the  insane  needed,  might  demand  the  best  and  might  find 
that  best  at  the  institution  under  his  charge.  His  work  was 
arduous,  he  had  many  disappointments  and  much  of  his  activity 
was  misunderstood,  but  he  lived  to  see  the  fruition  of  his  labors. 

Actively  interested  in  all  things  which  he  undertook,  he  was  at 
the  fore  front  of  the  professional  organizations  to  which  he  be- 
longed, he  was  for  a  number  of  years  a  councilor  of  the  American 
Medico-Psychological  Association,  a  member  of  the  North  Caro- 
lina State  Board  of  Medical  Examiners  from  1884  to  1890,  presi- 
dent of  the  Medical  Society  of  the  State  of  North  Carolina,  1897, 
and  for  one  term  a  director  of  the  North  Carolina  School  for  the 
Deaf. 

He  was  too  busily  engaged  with  the  work  immediately  under 
his  care  to  enter  largely  the  field  of  medical  literature,  but  his 
reports  and  the  occasional  pamphlets  from  his  pen,  show  him  to 
have  been  a  vigorous  and  original  thinker  and  forceful  writer. 

Dr.  Murphy  was  a  number  of  times  in  the  courts  as  medical 
expert  in  insanity  and  his  testimony  in  these  cases  was  clear, 
irrefutable,  followed  by  a  verdict  in  accord  with  his  views  in  each 
case,  and  borne  out  by  the  subsequent  history  of  the  person  he  had 
examined. 

He  fell  asleep  on  September  11,  1907,  surrounded  by  his  family, 
and  was  laid  to  rest  in  the  grounds  he  had  made  beautiful  near 
the  buildings  of  the  State  Hospital  at  Morganton. 
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Such  is  a  brief  statement  of  the  life  work  of  a  great  man,  hidden 
from  the  applause  of  the  world  in  pursuit  of  a  high  ideal.  I 
knew  him  for  twenty  years,  intimately  associated  with  him  as  his 
subordinate  for  most  of  that  time  and  I  can  point  to  no  single 
instance  in  which  he  was  forgetful  of  his  duty  to  the  insane  and 
the  State. 

The  uplift  of  the  insane  was  his  life  work  and  in  pursuit  of  this 
he  was  mindful  of  the  most  lowly  as  well  as  of  those  of  high 
estate,  and  his  intercourse  with  those  under  his  care,  their  friends 
and  the  public  at  large  endeared  him  to  all. 

Isaac  M.  Taylor,  M.  D. 


EDWIN  HOLMES  VAN  DEUSEN. 

Upon  July  6,  1909,  a  remarkable  man  passed  away  whose  career 
of  influence  and  usefulness  deserves  more  than  a  few  lines  in  this 
publication.  More  than  fifty  years  ago  Dr.  Van  Deusen  was  one 
of  the  associate  editors  of  the  A,merican  Journal  of  Insanity, 
then  in  its  infancy,  and  published  at  Utica,  New  York. 

The  opportunity  is  given  to  few  men  to  mold  the  policies  of  a 
new  and  undeveloped  State,  to  awaken  the  slumbering  moral  sense 
of  its  people  and  to  arouse  and  guide  them  in  their  first  efforts  to 
make  provision  for  the  care  of  its  mentally  diseased — hitherto 
languishing  in  jails  and  poor  houses.  Yet  this  and  more  was  Dr. 
Van  Deusen's  good  fortune,  for  such  was  his  wisdom  and  pre- 
paredness for  the  responsibilities  that  were  thrust  upon  him  that 
he  succeeded  in  the  short  period  of  twenty  years  in  making  the 
policies  governing  the  hospitals  for  the  insane  of  Michigan  a  model 
for  older  States.  He  was  born  in  Livingston,  Columbia  County, 
New  York,  August  29,  1828,  and  graduated  from  Williams  Col- 
lege in  1848,  when  not  quite  twenty  years  of  age.  He  entered 
upon  his  medical  studies  even  before  he  graduated  from  Williams 
in  the  office  of  Dr.  Sabine,  of  Williamstown.  After  receiving  his 
A.  B.  degree,  he  entered  the  College  of  Physicians  and  Surgeons 
of  New  York,  and  applied  himself  with  such  earnestness  and  zeal 
that  on  graduating  three  years  later  he  stood  so  high  in  his  class 
that  he  received  an  appointment  as  one  of  the  house  physicians  in 
the  old  New  York  Hospital.  There  he  manifested  such  singleness 
of  purpose  and  was  so  successful  in  his  work  that  at  the  end  of  his 
term  of  service  he  received  an  appointment  as  assistant  physician 
in  the  New  York  Asylum  for  the  Insane  at  Utica,  which  at  that 
time  was  ten  years  old. 

As  illustrating  his  conscientious  devotion  to  his  professional 
duties,  he  was  one  of  the  illustrious  band  of  young  physicians  who 
while  internes  in  the  New  York  Hospital  unhesitatingly  offered 
their  services  during  the  epidemic  of  typhus  fever  that  sacrificed 
so  many  whose  names  have  ever  since  been  commemorated  as 
"  Haec  mea  Ornamenta  "  of  the  College  of  Physicians  and  Sur- 
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geons.  Nearly  every  one  of  those  who  attended  the  cases  of  fever 
died.  Dr.  Van  Deusen  was  one  of  the  very  few  who  survived  the 
fever,  hence  his  name,  although  equally  worthy  of  mention,  does 
not  appear  on  the  tablet  which  long  adorned  the  walls  of  the  old 
college.  On  leaving  the  New  York  Hospital  he  entered  upon  his 
duties  as  assistant  at  Utica  with  all  the  energy,  persistence  and 
patience  which  had  characterized  him  from  the  beginning  of  his 
work.  He  was  associated  with  Dr.  Gray  who  became  later  the 
superintendent;  with  Dr.  Chapin,  later  of  the  Willard  Hospital; 
with  Dr.  Cleveland,  the  first  superintendent  of  the  Poughkeepsie 
State  Hospital,  and  others.  It  was  in  company  with  such  keen 
intellects  that  his  energies  were  stimulated  to  familiarize  himself 
with  every  detail,  not  merely  of  the  medical  and  scientific  care  of 
the  insane,  but  also  of  hospital  construction,  and  to  acquire  an 
intimate  knowledge  of  men. 

Thus  it  was  that  at  the  early  age  of  twenty-seven  he  was  selected 
as  competent  to  become  medical  superintendent  of  the  Michigan 
Asylum  at  Kalamazoo,  then  barely  struggling  into  an  embryonic 
existence. 

The  legislature  of  Michigan  had  in  1848  passed  an  act  looking 
towards  the  construction  of  an  asylum  for  the  insane,  but  so  crude 
and  inadequate  was  the  public  conception  of  the  necessities  of  the 
case  that  a  lot  of  ten  acres  in  the  village  was  at  first  set  apart  as 
its  site.  Nothing  was  done  in  the  way  of  plans  or  construction 
until  1854,  when  Dr.  Gray,  of  Utica,  was  appointed  superin- 
tendent, and  he  prepared  the  ground  plans  which  were  then  placed 
in  the  hands  of  an  architect  for  elaboration. 

The  year  after — 1855 — Dr.  Gray  was  appointed  superintendent 
at  Utica,  and  Dr.  Van  Deusen  assistant  superintendent,  but  the 
latter  was  almost  immediately  made  superintendent  of  the  Kala- 
mazoo Asylum  to  assume  control  as  soon  as  the  construction  was 
sufficiently  advanced  to  permit  of  its  occupancy.  During  the  years 
1855-56-57,  Dr.  Van  Deusen,  while  still  assistant  superintendent 
at  Utica,  made  frequent  visits  to  Michigan,  not  merely  to  watch 
over  the  construction  of  the  building,  but — even  more  important — 
to  create  and  develop  a  more  enlightened  public  opinion,  both  as 
regarded  the  duty  of  the  State  to  make  ample  provision  for  the 
care  of  its  dependent  insane  and  to  urge  the  higher  claims  of 
religion  and  morality  in  their  behalf.    The  population  of  Michi- 
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gan  was  then  about  500,000 — (the  present  population  of  Detroit 
alone) — the  majority  of  the  people  were  farmers  sparsely  scat- 
tered over  the  southern  counties,  their  only  method  of  transporta- 
tion being  over  corduroy  roads  or  mud  trails,  and  by  two  or  three 
railroads.  Lansing,  the  capital,  was  located  in  the  woods — not 
easily  accessible.  A  majority  of  the  pioneer  settlers  were  immi- 
grants from  New  England  or  New  York,  and  better  educated 
than  was  usual  in  the  new  West,  but  as  yet  they  were  far  from 
wealthy,  and  their  energies  were  severely  taxed  in  the  struggle 
to  establish  their  homes  and  wrest  a  livelihood  from  the  malaria- 
laden  soil.  It  was  necessary  to  convince  the  legislators  of  the 
pressing  necessity  for  more  immediate  and  ample  appropriations — 
and  to  stimulate  the  conscience  and  the  higher  feeling  of  the  citi- 
zens that  they  might  personally  feel  the  need  of  providing  for  their 
afflicted  ones.  This,  Dr.  Van  Deusen — with  his  keen  knowledge 
of  human  nature,  his  tender  heart  that  quickly  responded  to  the 
appeals  of  the  neglected — was  pre-eminently  fitted  to  accomplish. 
Although  sensitive  and  retiring  by  nature,  and  not  naturally  an 
orator,  he  was  marvelously  successful  in  winning  sympathy  and 
co-operation  when  brought  into  personal  relation  with  individuals. 

On  July  22,  1858,  he  was  married  to  Miss  Cynthia  A.  Wend- 
over,  of  Stuyvesant,  N.  Y.,  who  for  fifty  years  was  one  with  him 
'n  all  his  labors  and  philanthropies.  Two  children  were  born  to 
them,  a  son  and  daughter.  The  latter  died  in  infancy,  the  former, 
Robert  Thompson  Van  Deusen,  resides  in  Albany,  N.  Y.  The 
same  year  he  removed  to  Kalamazoo  to  hasten  the  opening  of  the 
asylum,  but  most  unluckily,  in  February,  1859,  just  as  some  wards 
were  ready  to  be  opened,  the  center  building  was  destroyed  by  fire. 
As  there  were  not  less  than  four  hundred  and  fifty  insane  in  the 
State,  of  whom  three  hundred  required  immediate  treatment — a 
part  of  one  wing  was  fitted  up  as  an  executive  building  and  the 
other  was  thrown  open  to  the  public  on  August  29  of  the  same 
year — the  birthday  of  Dr.  Van  Deusen.  It  may  be  interesting  to 
add  that  his  salary  for  years  was  only  eight  hundred  dollars ! 

The  scope  of  this  article  does  not  permit  us  to  follow  in  detail 
the  history  of  Dr.  Van  Deusen's  management  of  the  Michigan 
Asylum  during  the  twenty  years  that  he  adorned  the  office  of 
superintendent ;  sufficient  to  say,  in  the  words  of  another,  "  Pos- 
sessed of  a  thorough  knowledge  of  the  requisites  of  a  hospital  for 
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the  insane,  a  wonderful  grasp  of  detail,  a  brilliant  executive  ability, 
his  name  up  to  the  day  of  his  retirement  was  a  synonym  of  success 
in  a  broad  field  of  labor  to  which  our  learned  profession  has  de- 
voted some  of  its  most  brilliant  members,  a  field  covering  the 
whole  question  as  to  the  best  methods  of  caring  for  and  of  treating 
the  insane."  He  entered  upon  his  work  with  a  well-trained  mind, 
a  retentive  memory,  quick  and  keen  perceptions,  a  strong  will 
regulated  by  tact  and  courteous  manners,  absolute  integrity  and 
a  far-seeing  precision  that  enabled  him  to  plan  for  the  future  and 
to  anticipate  criticisms  and  opposition.  Largely  through  his  wise 
foresight  the  organizing  act  of  the  legislature  was  so  drawn  that 
the  asylums  were  saved  from  becoming  a  part  of  the  political 
machinery  of  the  State.  Pure  in  thought  and  intention,  the  laws 
of  Christian  ethics  were  always  his  instinctive  guide,  although  he 
did  not  become  an  acknowledged  member  of  any  church  until  a 
few  years  before  his  retirement,  when  he  united  with  St.  Luke's 
Episcopal  Church  at  Kalamazoo.  Yet  he  always  advocated  the 
employment  of  a  chaplain  who  would  not  merely  hold  stated  re- 
ligious services  in  the  asylum,  but  who  would  frequently  visit  the 
patients  and  become  acquainted  with  their  spiritual  needs. 

He  was  a  facile  writer  and,  though  he  published  no  books  and 
seldom  wrote  for  medical  magazines,  his  correspondence  regarding 
the  affairs  of  the  asylum  was  very  large,  and  his  biennial  reports 
to  the  legislature  were  replete  with  valuable  suggestions  for  the 
medical  profession  and  the  public.  His  pen  was  the  first  to  de- 
scribe under  the  name  of  ^'Neurasthenia''  the  symptom-complex 
which  was  noted  by  him  as  a  frequent  precursor  of  insanity.  This 
was  before  Dr.  Beard  had  published  his  work  on  the  same  subject 
— Dr.  Van  Deusen's  article  in  pamphlet  form  being  written  in  1868 
and  published  early  in  1869.  Although  a  skilled  therapeutist,  he 
habitually  emphasized  in  his  conversations  with  his  assistants,  the 
paramount  importance  of  the  personal  influence  of  the  medical 
attendant  in  guiding  the  thoughts  of  the  patient  into  healthy 
channels. 

In  a  report  written  in  1862  he  definitely  proposed  the  plan  later 
carried  out  by  his  long-time  assistant  and  successor,  Dr.  Geo.  C. 
Palmer,  known  as  the  "  colony  plan."  We  wish  also  to  refer  to 
the  fact  that  the  plans  for  the  male  department  of  the  Kalamazoo 
Asylum  and  the  ground  plans  for  the  Eastern  Asylum  later  erected 
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at  Pontiac,  were  wholly  his  work,  and  only  placed  in  the  hands  of 
an  architect  when  completed;  and  the  architect's  drawings  were 
returned  to  him  for  revision  before  being-  adopted. 

His  versatility  and  his  desire  to  be  personally  cognizant  of  all  the 
details  of  hospital  construction,  organization  and  management, 
doubtless  led  to  his  overtaxation  and  laid  the  basis  for  the  ill  health 
of  after  years,  which  later  led  to  his  retirement.  Besides  these  rea- 
sons a  keen  sense  of  sympathy  in  his  relations  with  patients  and 
attendants,  an  almost  feminine  tenderness  towards  the  suffering, 
were  a  constant  tax  upon  him,  yet  it  was  these  very  traits  that  won 
for  him  the  affection  of  those  who  were  restored  to  health  and 
made  for  him  a  host  of  friends  throughout  the  State.  He  was  cau- 
tious in  placing  confidence  in  anyone,  but  when  once  he  gave  his 
friendship  he  was  most  loyal^— never  effusive,  but  endowed  with  a 
gentle  dignity  that  added  grace  to  his  intercourse  with  others. 
After  retiring  in  1878  from  the  strenuous  life  of  twenty  years  in 
building  up  and  molding  a  great  public  institution.  Dr.  and  Mrs. 
Van  Deusen  lived  in  a  pleasant  home  of  their  own  in  the  town  of 
Kalamazoo — quietly  and  without  ostentation  manifesting  their  in- 
terest in  the  affairs  of  church  and  town. 

It  is  to  their  wise  generosity  that  the  town  and  medical  profes- 
sion are  indebted  for  the  beautiful  Public  Library — the  home  for 
all  time  of  the  Kalamazoo  Academy  of  Medicine — while  their  gift 
to  St.  Luke's  Church  of  a  most  convenient  and  appropriate  parish 
building  will  be  a  constant  symbol  of  their  love  and  devotion.  The 
extent  of  their  quiet  and  generous  gifts  to  worthy  objects  will 
never  be  known. 

Few  men  have  accomplished  more  for  their  profession  and  no 
one  has  exercised  a  more  potent  influence  in  directing  the  public 
charities  of  his  State  than  Dr.  Van  Deusen.  Dying,  he  has  left 
behind  him  monuments  more  enduring  than  brass  or  stone — and 
in  addition  the  stimulating  memory  in  the  hearts  of  those  that 
loved  him  of  a  noble  Christian  manhood. 

Justin  Edwards  Emerson. 


DR.  JOHN  ALFRED  BEAUCHAMP. 

John  Alfred  Beauchamp,  M.  D.,  was  born  at  Edmonton,  Ky., 
November  24,  1835,  and  died  at  his  post  of  duty  at  the  Central 
Hospital  for  Insane,  near  Nashville,  Tenn.,  February  2"],  1910. 
He  was  a  maternal  grandson  of  Edmund  Rogers,  a  soldier  of  the 
Revolution;  a  kinsman  of  George  Rogers  Clark;  his  great-uncle 
was  a  member  of  the  Cincinnati;  he  was  a  nephew  and  office 
pupil  of  Dr.  Chas.  K.  Winston,  so  well  and  widely  known  as  the 
able,  gifted  and  eloquent  professor  of  materia  medica  and 
therapeutics  in  the  medical  department  of  the  University  of  Nash- 
ville, and  one  of  its  founders ;  and,  through  his  father.  Dr.  J.  W. 
Beauchamp,  he  traced  his  lineage  back  in  a  direct  line  to  the 
"  Great  King  Maker,"  the  noted  Earl  of  Warwick. 

His  literary  education  was  completed  at  Center  College,  Dan- 
ville, Ky.,  so  widely  known  in  the  South  and  Southwest  as  the 
Alma  Mater  of  so  many  of  our  ablest,  most  reputable  and  re- 
nowned citizens.  Matriculating  at  the  medical  department  of  the 
University  of  Nashville,  he  attended  in  that  institution  the  usual 
curriculum,  devoting  himself  assiduously  to  his  studies,  and  re- 
ceived the  degree  of  Doctor  of  Medicine  in  the  class  of  1861. 

The  terrible  storm  cloud  of  "  War  between  the  States  "  having 
burst  with  its  relentless  fury,  as  a  true  son  of  the  South  he  at 
once  entered  the  Confederate  service  as  a  member  of  Bledsoe's 
battery  of  artillery,  but  was  soon  transferred  to  the  medical  staff 
of  the  Confederate  States'  Army,  and  served  with  credit  and 
honor  to  the  close  of  the  war. 

Shortly  thereafter,  he  was  appointed  assistant  to  Dr.  W.  P. 
Jones,  superintendent  of  the  then  only,  but  now  Central  Hospital 
for  the  Insane  of  Tennessee.  At  the  resignation  of  Dr.  Jones, 
two  years  later,  by  reason  of  ill  health,  he  was  retained  as  assist- 
ant to  Dr.  John  H.  Callender,  continuing  in  this  position  for 
twenty-five  years ;  and  on  the  resignation  of  Dr.  Callender, 
December  19,  1894,  he  was  appointed  superintendent  of  the  Central 
Hospital,  and  most  faithfully  and  satisfactorily  discharged  the 
important  and  responsible  duties  for  which  he  was  so  well  adapted 
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until  death ;  making  a  most  efficient,  earnest  and  sincere  official 
of  the  State  of  Tennessee  for  over  forty  years.  During  his  ser- 
vice, there  has  been  two  large  additions  made  to  the  Central  Hos- 
pital, greatly  increasing  its  scope  and  capacity  and  adding  largely 
to  his  duties  and  responsibilities. 

Of  manly  and  robust  physique,  with  frank  and  open  counten- 
ance, he  was  ever  modest,  kindly,  genial  and  courteous ;  of  quiet 
voice  and  manner ;  cool,  collected  and  placid  temperament,  he  was 
most  admirably  fitted  for  the  arduous  and  trying  round  of  duties 
to  which  he  devoted  by  far  the  greater  portion  of  his  life-work. 

The  supervision  of  a  large  number  of  our  fellow-beings,  bereft 
of  reason,  unable  to  care  for  themselves,  some  of  them  at  times 
with  "method  in  their  madness,"  others  with  the  fury  and  frenzy 
of  maniacal  delusions,  this  number  varying  between  six  and  seven 
hundred,  is  one  of  great  responsibility  indeed,  and  requires  im- 
peratively a  continuous  stress  and  strain  upon  the  most  virile  and 
versatile  mentality.  Calmness,  coolness  and  kindness  must  here 
be  bound  indissolubly  with  gentle  but  positive  firmness.  It  is 
never  known  when  there  may  be  emergencies  which  will  most 
insistently  demand  the  most  careful  and  correct  judgment  and 
immediate  action,  and  there  is  no  position  in  which  a  man  of  kind 
and  truly  noble  character  could  be  more  valuable.  Dr.  Beau- 
champ  met  all  the  requirements  for  nearly  a  half  century  in  most 
satisfactory  degree,  to  his  lasting  honor  and  credit,  by  putting  his 
whole  heart  and  mind  on  the  welfare  of  his  unfortunate  wards, 
by  his  earnestness,  sincerity  and  zeal  in  his  work,  and  his  untiring 
devotion  to  duty  by  day  and  by  night. 

It  is  not  easy  to  measure  the  character  of  such  a  man  and  such 
a  physician  by  any  known  and  living  standard  of  mental  qualities : 

"  Who  does  the  best  his  circumstance  allows 
Does  well,  acts  nobly — angels  cannot  do  more." 

He  who  secures  or  defends  a  nation's  liberty  on  the  field  of 
battle,  or  he  who  saves  it  by  service  in  its  councils,  is  worthy  of 
lasting  remembrance  and  undying  renown.  The  orator's  elo- 
quence with  well  rounded  period  and  flowing  gesture,  the  poet's 
rythmical  fancy,  the  tuneful  melody  of  the  gifted  musician,  the 
handiwork  of  the  adept  artisan  or  craftsman,  the  brilliancy  of 
inventive  genius,  the  deft  and  dainty  touch  of  painter's  brush, 
the  daring  deeds  of  the  discoverer  of  unknown  land  and  seas,  each 
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and  all  right  well  deserve  their  meed  of  praise ;  and  so  also  should 
the  laurel  enwreathe  the  manly  brow  and  due  credit  be  awarded 
one  who  for  more  than  four  full  decades  so  kindly,  so  gently,  so 
untiringly  and  devotedly  administered  to  and  cared  for  those  who 
so  sorely  and  so  sadly  needed  his  earnest  work  in  their  behalf. 
But  they  who  do  good  neither  ask  nor  need  reward,  each  kindly 
act  and  deed  brings  its  own  recompense. 

"  The  quality  of  mercy  is  not  strained ; 
It  droppeth  as  the  gentle  dew  from  heaven 
Upon  the  place  beneath.     It  is  twice  blessed; 
It  blesses  him  that  gives,  and  him  that  receives." 

Reverencing  all  that  was  noble  and  good,  and  with  an  unusually 
high  conception  of  the  lofty  character  of  the  true  physician,  he  so 
moulded  and  conformed  his  conduct  as  to  keep  his  ideals  ever 
before  him ;  seeking  by  his  modest  and  kindly  acts,  words  and 
deeds  to  secure  and  hold  the  love  and  affection  of  those  entrusted 
to  his  care ;  and  by  his  unswerving  and  conscientious  devotion  to 
duty  to  merit  the  just  approval  of  those  who  placed  him  there 
and  fully  sustaining  throughout  his  long  and  useful  life  the 
character  of  a  true  Christian  gentleman,  as  physician,  husband, 
father,  friend,  citizen  and  State  official.  With  an  exalted  regard 
for  the  dignity  of  his  profession,  highly  esteeming  its  true  prin- 
ciples of  ethics,  he  was  urbane,  courteous,  respectful  and  con- 
siderate of  his  colleagues.  Since  his  seventeenth  year,  he  had 
been  a  member  of  the  Presbyterian  Church.  He  was  a  member 
in  good  standing  of  his  local  and  State  medical  organizations,  the 
American  Medical  Association,  the  American  Medico- Psychologi- 
cal Association.  He  leaves  a  widow,  but  no  living  children  to 
mourn  his  absence,  and  one  brother  who  resides  at  the  "  Old 
Kentucky  Home,"  to  whom  together  with  his  many  friends  we  can 
confidently  say,  he  has  passed  into  another  world,  there  to  receive 
the  reward  of  his  unselfish  labors,  there  to  rest,  leaving  behind 
the  fragrant  memory  of  a  life  well  spent  in  doing  good  to  others. 

Albert  E.  Douglas,  M.  D. 


DR.  B.  D.  EASTMAN. 

Near  North  Conway,  New  Hampshire,  February  5,  1836,  was 
born  a  child  whose  career  was  a  benediction  to  Society.  The 
world  was  better  because  of  his  life.  He  was  an  important  factor 
in  the  social  up-lift  of  his  time,  and  it  was  fitting  that  he  should 
understand  that  his  fellows,  in  a  measure,  appreciated  his  efforts, 
his  virtues  and  worth. 

B.  D.  Eastman  was  a  splendid  specimen  of  the  type  of  man 
popularly  classed  as  "  Gentlemen  of  the  Old  School  " — intellect- 
ual, high-minded,  honest  and  honorable. 

His  early  life  was  influenced  by  the  environment  of  an  ideal 
New  England  home.  This  early  training  doubtless,  was  an  im- 
portant factor  in  the  development  of  the  strong  character,  that 
in  after  years  impressed  its  worth  upon  all  who  came  under  the 
influence  of  his  commanding  presence. 

Dr.  Eastman  received  his  medical  degree  from  the  College  of 
Physicians  and  Surgeons  of  New  York  City.  Soon  after  grad- 
uation he  began  his  long  and  conspicuously  successful  professional 
career,  by  accepting  a  position  on  the  medical  staff  of  the  New 
Hampshire  Asylum  for  the  Insane,  at  Concord.  Thus  his  career 
was  dedicated  to  that  boundless  field  of  usefulness,  a  life  devoted 
to  the  care  and  relief  of  the  insane. 

Following  a  term  of  faithful  service  at  Concord,  he  accepted  a 
place  on  the  stafiF  of  the  Government  Hospital  at  Washington, 
D.  C. — a  position  he  held  for  seven  years. 

His  duty  at  St.  Elizabeth  was  performed  with  such  faithfulness 
and  conspicuous  efficiency  as  to  attract  attention  to  his  ability  and 
fitness  for  advancement;  as  a  consequence,  he  was  invited  to  the 
superintendency  of  the  new  asylum,  then  building  at  Worcester, 
Mass.  He  remained  at  the  head  of  the  Worcester  Institution 
seven  years,  and  during  that  service  developed  an  asylum  that 
ranked  high  among  the  hospitals  of  the  time.  It  was  while  at 
Lake  Quinsigamond  that  he  was  attracted  by  the  bright  skies  of 
Kansas,  and  listening  to  the  song  of  her  sickles,  he  heard  the  call 
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of  the  West.  It  was  then  that  he  gave  up  the  pleasant  relations 
of  his  eastern  work  and  entered  a  new  field  of  achievement.  Re- 
signing the  superintendency  at  Worcester,  he  immediately  went 
to  Kansas  and  assumed  charge  of  the  Topeka  State  Hospital. 
It  was  in  the  spring  of  1879  that  he  opened  the  then  new  Institu- 
tion, and  received  the  first  patient  June  i  of  that  year. 

At  Topeka  he  found  ample  opportunity  for  the  exercise  of  a 
gift  of  architectural  ability,  with  which  he  was  richly  endowed. 
His  experience  enabled  him  to  plan  the  Topeka  Institution  along 
lines  of  the  most  approved  hospital  architecture  of  the  time.  In 
his  new  work  he  was  most  deeply  interested  and  his  enthusiasm 
caused  him  to  be  ever  alert  and  tireless  in  his  efforts.  He  gave 
to  Kansas  freely  of  his  great  natural  endowment,  which  had  been 
developed  and  matured  by  his  rich  experience. 

He  remained  at  the  head  of  the  Topeka  Hospital,  with  two 
brief  vacations,  when  he  was  superseded  for  political  reasons,  for 
eighteen  years.  This  work  was  the  full  tide  of  his  career.  It 
was  the  pride  and  pleasure  of  his  life  and  his  memory  will  be 
associated  with  the  history  of  the  hospital,  through  generations  to 
follow. 

Dr.  Eastman  was  a  man  of  superior  quality.  His  was  a  rare 
and  gifted  mind,  intellectually  heroic,  well  poised,  and  a  courtly, 
Christian  gentleman.  He  was  a  conspicuous  member  of  that 
group  of  able  men  who  constituted  the  American  superintendents 
during  the  closing  quarter  of  the  last  century.  Not  many  of  that 
bright  galaxy  of  great  men  remain ;  nearly  all  have  gone  to  their 
rewards.  How  fittingly  will  come  their  invitations — "  Well  done 
thou  good  and  faithful  servant " — 

Dr.  Eastman's  professional  life  was  characterized  by  active, 
intelligent  devotion  to  all  its  demands.  From  the  founding  of 
the  Kansas  Medical  College  he  was  one  of  the  most  zealous  mem- 
bers of  the  faculty,  filling  with  distinction  the  chair  of  psychiatry 
and  therapeutics.  Of  the  medical  organizations,  he  was  a  mem- 
ber always  deeply  interested  and  actively  participating  in  the  pro- 
ceedings. He  was  a  liberal  contributor  to  the  Medical  literature 
of  his  time.  A  master  of  English,  his  literary  style  was  exception- 
ally bright  and  attractive.  His  diction  was  clear  and  beautiful, 
and  having  a  thorough  understanding  of  his  subject,  his  con- 
tributions were  attractive  and  instructive. 

32 
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Much  could  be  written  in  eulogy  of  his  pleasing  personality, 
but  I  have  been  most  deeply  impressed  with  his  great  love  of 
humanity,  particularly  his  love  for,  and  interest  in,  the  welfare  of 
that  class  of  humanity  who  so  greatly  need  love  and  sympathy — 
the  insane.  It  has  been  my  privilege  to  often  hear  the  most 
perfect  tribute  that  can  be  given  to  any  superintendent  of  the 
insane.  I  have  been  profoundly  impressed  with  the  expressions  of 
regard,  esteem  and  love,  spoken  by  the  patients  remaining  in  the 
hospital  long  after  his  daily  association  with  them  had  ceased. 
His  many  kind  words  of  encouragement  and  love  remain  with 
them  pleasing  memories.  What  greater  tribute  than  this  can  be 
spoken  ? 

On  September  ii,  1909,  surrounded  by  his  devoted  family,  the 
soul  of  this  good  and  useful  man  left  the  world  where  he  had 
wrought  so  well  for  humanity,  and  returned  to  God,  who  gave 
it.  I  am  proud  to  lay  upon  his  memory,  this  wreath  of  my 
esteem—"  He  did  well  all  he  did." 

T.  C.  BiDDLE. 


DR.  OLIVER  M.  DEWING. 

Dr.  Oliver  M.  Dewing,  superintendent  of  the  Long  Island 
State  Hospital,  Brooklyn,  New  York,  died  March  14,  1910,  of 
pneumonia.  He  was  born  at  Westminster,  Connecticut,  July  18, 
1862,  educated  at  the  Williston  Seminary,  East  Hampton,  Massa- 
chusetts, and  graduated  from  the  College  of  Physicians  and  Sur- 
geons, New  York  City,  in  the  class  of  1887.  He  was  physician  at 
the  DeMilt  Dispensary  and  was  in  general  practice  for  two  years. 
In  June,.  1889,  he  was  appointed  physician  at  the  New  York  City 
Asylum  for  the  Insane  on  Ward's  Island,  now  Manhattan  State 
Hospital.  On  December  11,  1889,  he  was  appointed  assistant 
physician  at  Kings  Park.  In  1893  he  was  advanced  to  the  posi- 
tion of  medical  superintendent  of  the  Kings  Park  Asylum,  now 
the  Kings  Park  State  Hospital,  and  in  1895  was  promoted  to  gen- 
eral medical  superintendent  of  the  Long  Island  State  Hospital 
which  embraced  what  are  now  known  as  the  Kings  Park  State 
Hospital  and  the  IjDng  Island  State  Hospital.  In  1900  the  posi- 
tion of  general  medical  superintendent  was  abolished  and  Dr. 
Dewing  was  retained  as  medical  superintendent  of  the  Kings  Park 
State  Hospital.  He  was  transferred  to  the  Long  Island  State 
Hospital  as  its  superintendent  in  June,  1904. 

He  was  a  member  of  the  Kings  County  Medical  Society,  Brook- 
lyn Society  of  Neurology,  the  Associated  Physicians  of  Long 
Island,  the  Physicians  Mutual  Aid  Association  and  the  American 
Medico- Psychological  Association. 

Dr.  Dewing  was  a  man  of  determined  character,  quiet  and 
unostentatious  in  his  manners,  studious  and  progressive  in  all 
that  pertained  to  his  office  and  profession ;  but  his  greatest  efforts 
were  for  the  benefit  of  the  patients  themselves.  His  work  at  Kings 
Park  State  Hospital  speaks  for  itself  and  it  is  a  lasting  monument 
to  his  efforts  for  high  standing  of  the  care  of  the  patient.  It  is 
to  be  regretted  that  he  could  not  have  lived  to  carry  out  his 
ideals  in  the  matter  of  the  reconstruction  of  the  hospital  of  which 
he  was  superintendent  at  the  time  of  his  death.  By  his  death  the 
State  has  lost  an  efficient  and  faithful  officer  and  he  will  be  greatly 
missed  by  his  associates  in  the  profession.  G.  A.  Smith. 


DR.  MAURICE  J.  STACK. 

Dr.  Maurice  J.  Stack,  first  assistant  physician,  Government 
Hospital  for  the  Insane,  died  October  17,  1909,  after  an  unusually 
severe  illness  of  about  three  weeks.  He  had  been  gradually  fail- 
ing in  health  for  some  time,  though  not  even  his  family  and 
nearest  friends  were  aware  of  the  inevitably  fatal  nature  of  his 
malady.  Finally  when  most  severe  symptoms  compelled  him  to 
relinquish  his  work  and  keep  his  room,  it  became  known  that  for 
some  years  he  had  been  suffering  from  malignant  disease  of  the 
tongue  and  throat,  but  that  with  unequaled  fortitude  he  had  en- 
dured the  mental  and  physical  pain  of  this  disease  rather  than  to 
distress  his  family  and  friends,  and  to  have  knowledge  of  the  fact 
interfere  with  his  complete  life  work. 

On  the  supervention  of  the  acute  symptoms  which  heralded 
the  end,  he  calmly  and  philosophically  accepted  the  inevitable, 
made  no  complaints,  and  was  at  all  times  patient  and  resigned; 
expressing  only  the  desire  that  few  of  his  friends  should  be  dis- 
tressed by  witnessing  his  sufferings. 

Dr.  Stack  was  born  in  Stamford,  Connecticut,  January  8,  1855. 
He  was  educated  in  the  parochial  school  at  St.  Aloysius  Catholic 
Church,  of  Washington,  D.  C,  and  in  Gonzaga  College,  of  Wash- 
ington; and  graduated  in  medicine  in  the  medical  department  of 
the  University  of  Georgetown,  in  1876,  being  at  the  time  of  his 
graduation  about  twenty-one  years  of  age.  In  October  of  the  same 
year,  he  was  appointed  junior  medical  assistant  by  Dr.  Chas.  fl. 
Nichols,  the  first  superintendent  of  the  hospital.  He  served  con- 
tinuously under  Doctors  Nichols,  Godding,  Richardson  and 
White,  and  was  himself  acting  superintendent  from  the  death  of 
Dr.  Richardson  until  the  occupancy  of  Dr.  White.  Under  Dr. 
White  he  was  promoted  to  the  position  of  first  assistant  physician 
with  duties  of  a  broadly  administrative  character,  which  he  per- 
formed efficiently  and  satisfactorily  until  his  death,  having  served 
the  hospital  over  thirty-three  years. 

He  was  a  profound  student,  an  indefatigable  and  discriminating 
reader,  and  aside   from   his  knowledge   of  general  and  special 
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medicine,  he  was  the  hospital  authority  on  all  questions  of  gen- 
eral scientific  interest.  He  was  at  one  time  professor  of  mental 
diseases  in  the  medical  department  of  the  University  of  George- 
town, and  his  lectures  were  regarded  as  models  of  conciseness 
and  clearness;  his  resignation  to  give  fuller  attention  to  his  hos- 
pital duties,  was  much  regretted  by  the  faculty  and  the  school. 

Dr.  Stack  was  an  example  of  those  quiet  and  unobtrusive  men 
who  live  but  to  do  their  duty,  seeking  neither  fame  nor  advance- 
ment, their  reward  being  the  consciousness  of  work  well  done. 
His  devotion  to  his  profession  was  tireless,  his  comprehension  of 
medicine  in  its  widest  sense  was  deep  and  practical,  but  though 
fitted  by  ability  and  education  for  a  higher  position  than  he  ever 
sought,  he  chose  rather  the  accomplishment  of  good,  and  the 
relief  of  suffering,  than  self-advancement. 

He  is  survived  by  an  aged  mother  and  two  brothers,  Mr.  Geo. 
F.  Stack,  of  the  U.  S.  Post  Office  Department,  and  Jos.  C.  Stack, 
Esq.,  of  Washington,  D.  C.  Upon  the  family  falls  the  heaviest 
bereavement,  and  to  them  we  extend  our  sincerest  sympathy.  The 
medical  profession  has  lost  an  honorable  member ;  the  patients 
and  their  friends,  a  friend  as  well  as  a  physician;  his  colleagues 
will  long  miss  his  companionship  and  wise  guidance ;  and  the  hos- 
pital authorities  have  lost  a  faithful  and  loyal  assistant.  May  we 
not  say  of  him  in  the  quoted  words  of  a  life-long  friend: 

"Thou  art  not  idle;  in  thy  higher  sphere 
Thy  spirit  bends  itself  to  loving  tasks, 
And  strength  to  perfect  what  it  dreamed  of  here 
Is  all  the  crown  and  glory  that  it  asks." 

I.  W.  Blackburn. 


DR.  W.  A.  GORDON. 

Dr.  W.  A.  Gordon  was  born  October  2J,  1846,  in  New  Athens, 
Ohio.  He  was  educated  in  Washington,  and  in  Iberia  College, 
Ohio ;  he  served  in  the  Civil  War ;  and  was  graduated  from  Rush 
Medical  College  in  1869.  He  settled  in  Oshkosh,  Wisconsin,  and 
practiced  there  until  1895  with  the  exception  of  one  year,  when  he 
held  the  position  of  first  assistant  physician  at  the  Northern  Hos- 
pital for  the  Insane  at  Winnebago,  Wisconsin,  when  it  was  first 
opened  in  1872.  From  July,  1895,  ^^  filled  the  position  of  su- 
perintendent at  the  Northern  Hospital  until  the  time  of  his  death 
October,  1909.  His  life  was  a  worthy  example  of  fidelity  to  duty, 
a  devotion  to  right  doing,  and  a  consecration  to  the  welfare  of 
those  under  his  care  that  is  seldom  surpassed. 

His  public  career,  like  his  private  life,  was  a  model  worthy  of 
imitation.  His  public  career,  which  covered  so  many  years,  was 
so  important  to  the  State,  the  inmates  of  his  institution,  and  to 
his  friends,  that  he  will  not  soon  be  forgotten.  In  his  make-up 
Dr.  Gordon  was  given  a  big  heart  and  a  big  brain,  which  espe- 
cially fitted  him  for  leadership.  His  sympathy  was  boundless,  as 
was  evinced  by  his  acts  and  practical  efforts  that  meant  much 
for  the  betterment  of  humanity.  Whether  it  was  in  his  daily 
work  as  a  physician,  as  the  head  of  the  charitable  work  of  the 
county,  or  the  manager  of  a  great  public  institution,  his  heart 
went  out  to  the  poor  and  suffering,  and  his  active  brain  worked 
to  bring  about  alleviation  and  improvement  in  their  environment. 

The  work  that  Dr.  Gordon  accomplished  at  the  Hospital  for  the 
Insane  at  Winnebago,  will  long  endure,  for  he  effected  many 
marked  changes  for  the  better  in  the  care  of  his  patients  and  their 
medical  treatment.  He  was  opposed  to  harsh  measures  and 
against  gloomy  and  unsanitary  surroundings,  and  he  put  many  of 
his  ideals  into  effect  at  the  institution. 

The  views  of  Dr.  Gordon  were  often  decidedly  original  and 
many  times  radical,  but  they  always  elicited  thought  and  reflec- 
tion on  the  part  of  his  hearers.  As  a  writer  and  speaker  he  had 
marked  ability.    His  mind  was  well  stored  and  his  literary  style 
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was  simple  and  strong.  Those  whose  good  fortune  it  was  to  be 
associated  with  Dr.  Gordon  in  public  or  private  life  are  alone 
capable  of  realizing  the  extent  of  their  loss.  The  State  Board  of 
Control  held  him  in  the  highest  esteem.  From  my  first  acquaint- 
ance with  him,  which  has  been  for  a  period  of  only  six  years,  I 
conceived  for  him  a  most  affectionate  regard  that  will  always 
abide  with  me.  It  enlarges  the  ideals  of  life  to  have  known  such 
a  man;  it  gives  a  richer  conception  of  manhood;  and  to  have 
known  him — I  hold  it  a  blessing.  This  man  with  his  rare  acquire- 
ments, pleasing  manners,  delicate  and  refined  nature,  has  gone 
from  us.  The  loved  brother  in  whose  career  no  breath  of  sus- 
picion ever  assailed  his  integrity  or  dimmed  his  honor,  now  sleeps 
the  sleep  of  death.  He  will  be  missed  in  the  many  spheres  of  use- 
fulness which  he  adorned ;  he  will  be  missed  in  his  State,  in  his 
city,  and  in  the  councils  of  those  who  have  learned  to  depend  upon 
him.  He  will  be  missed  by  the  hosts  of  friends  who  admired, 
respected  and  loved  him ;  and  he  will  be  missed  beyond  expression 
by  the  daughter  he  loved  so  much. 

At  the  burial  a  noted  gathering  from  his  own  and  other  States, 
assembled  to  pay  tribute  to  the  dead,  to  show  their  respect  and 
their  sympathy,  and  to  mingle  their  tears  in  sorrow  with  the 
family  and  friends,  in  the  home  city  of  the  brilliant  and  lamented 
Dr.  Gordon.  The  large  gathering  which  had  listened  to  the  words 
of  sorrow  and  praise  uttered  over  the  body,  followed  in  one  long 
procession  to  the  final  resting  place,  and  in  silence  paid  its  last 
tribute.  The  remains  of  this  great  character  were  consigned  to 
the  grave  by  loving  hands,  with  Masonic  rites,  and  as  his  brothers 
passed  in  silence  they  deposited  the  evergreen  sprig,  indicative 
of  the  hope  of  another  meeting  in  a  future  life. 

I  cannot  think  that  the  yearnings,  the  aspirations,  the  desires 
of  the  noble  heart  will  remain  unsatisfied  forever.  I  cannot  be- 
lieve that  the  light  of  a  grand  and  splendid  intellect  goes  out  in 
oblivion.  I  cannot  believe  that  the  end  of  a  great  and  fearless 
soul  is  eternal  night. 

Behold,  we  know  not  anything; 
We  can  but  trust  that  good  shall  fall 
At  last — far  off — at  last,  to  all, 
And  every  winter  changed  to  spring. 

M.  J.  White,  M.  D. 


DR.  WILLIAM  C.  KRAUSS. 

On  the  2 1  St  of  September,  1909,  William  Christopher  Krauss, 
M.  D.,  a  member  of  this  Association,  passed  away  in  New  York 
City.  He  had  landed  a  few  hours  previously  from  a  steamer  on 
which  he  was  returning  from  Europe,  whither  he  had  gone  in  a 
vain  quest  for  health.  He  had  been  suffering  for  some  years 
from  cardiac  trouble,  and  had  before  visited  Nauheim  for  relief. 
He  was  returning  to  his  family — a  wife  and  three  children — and 
was  hopeful  of  soon  being  at  home,  but  his  condition  already 
grave  was  rendered  speedily  fatal  by  an  attack  apparently  of  cere- 
bral embolism. 

Dr.  Krauss  was  born  in  Attica,  N.  Y.,  in  1864.  He  there  at- 
tended the  public  school  course,  and  later  entered  Cornell  Uni- 
versity, from  which  he  was  graduated  in  1884.  In  1886  he  re- 
ceived the  degree  of  medicine  at  Bellevue,  and  then  spent  several 
years  in  Germany,  receiving  a  degree  in  Berlin  in  1889.  While 
in  Cornell  he  was  much  interested  in  comparative  anatomy  and 
was  quite  prominently  identified  with  the  work  of  Professor 
Wilder.  He  came  to  Buffalo  in  1889  and  established  himself  in 
practice,  making  a  specialty  of  mental  and  nervous  disease.  His 
attainments,  his  studious  habits,  and  his  devotion  to  his  profession, 
soon  won  for  him  a  prominent  place,  and  he  became  not  only  one 
of  the  leading  physicians  in  Western  New  York,  but  one  of  the 
most  prominent  and  respected  citizens  of  the  city  of  Buffalo. 
Honors  and  appointments  soon  came  to  him,  and  he  accepted  with 
too  free  a  spirit  the  burdens  which  an  arduous  professional  life 
imposed,  and  he  labored  in  season  and  out,  and  undoubtedly  did 
much  to  impair  his  health  and  hasten  his  end  at  the  early  age  of 
45  years. 

He  was  at  the  time  of  his  death  president  of  the  Board  of  Man- 
agers of  the  Buffalo  State  Hospital ;  chief  physician  at  the  Provi- 
dence Retreat,  at  Buffalo,  a  private  institution  for  the  insane; 
consulting  neurologist  at  the  Buffalo  General  Hospital,  Erie 
County  Hospital,  and  Emergency  and  German  Hospitals.  He 
was  on  the  staff  of  the  Faculty  of  Medicine  of  the  Buffalo  Uni- 
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versity,  and  was  a  member  of  the  most  prominent  State  and  local 
medical  societies.  He  had  been  a  member  of  the  American 
Medico- Psychological  Association  for  a  number  of  years,  and  was 
the  first  secretary  of  the  Buffalo  Academy  of  Medicine,  and  one 
of  its  founders. 

The  managers  of  the  Buffalo  State  Hospital,  at  the  time  of  his 
death,  adopted  the  following  minute,  accompanying  the  usual  res- 
olutions, which  expresses  their  appreciation  of  his  worth: 

Dr.  Krauss  was  appointed,  by  the  governor,  a  member  of  the  Board  of 
Visitors  to  the  Buffalo  State  Hospital  on  the  sixth  day  of  October,  1902, 
filling  the  vacancy  caused  by  the  death  of  Dr.  Thomas  Lothrop.  When 
the  Board  of  Managers  was  restored  he  was  appointed  a  member  of  that 
Board  and  soon  after  was  elected  president.  He  has  for  over  seven  years 
faithfully  fulfilled  the  duties  of  a  manager  of  the  institution,  attending 
its  meetings  regularly,  visiting  the  hospital  at  frequent  intervals,  main- 
taining a  close  personal  interest  and  acquaintance  with  many  of  the  patients, 
and  an  intimate  knowledge  of  the  hospital  work.  As  presiding  officer  he 
has  been  prompt,  courteous  and  expeditious,  and  always  anxious  to  in- 
crease and  better  the  facilities  for  caring  for  the  sick  and  unfortunate. 
His  training  as  a  physician  especially  qualified  him  for  the  duties  of 
manager  which  he  so  faithfully  performed.  He  was  interested  in  all  work 
which  had  to  do  with  the  welfare  of  the  sick  and  dependent  classes,  and 
was  prominent  in  the  conferences  of  State  charities.  We  feel  that  the 
State  hospital  has  lost  a  faithful  officer,  and  that  the  insane  and  dependent 
classes  of  the  entire  State  have  lost  a  wise  and  sympathetic  friend. 

Dr.  Krauss'  published  contributions  to  the  literature  of  medicine, 
more  particularly  to  that  of  his  specialty,  number  more  than  one 
hundred  articles.  He  had  within  the  last  two  years  translated  the 
text-book  on  "  Psychiatry  "  by  Dr.  E.  Mendel,  from  the  German, 
and  had  in  preparation  a  work  on  tumors  of  the  spinal  cord,  to 
which  subject  he  had  in  the  last  few  years  given  great  attention. 
He  was  also  an  assistant  editor  of  the  Buffalo  Medical  Journal 
and  wrote  many  editorials  and  reviews,  all  marked  by  studious- 
ness,  care  and  literary  excellence. 

In  the  civic  life  of  Buffalo  he  was  ever  an  honest,  upright  and 
straightforward  citizen.  He  was  a  devoted  husband  and  father. 
As  a  physician,  accomplished,  assiduous,  devoted  to  the  interests 
of  his  patients  and  faithful  to  the  trust  they  reposed  in  him.  He 
was  honored  both  as  a  specialist  and  general  practitioner,  as  a 
counselor  and  friend,  a  worthy  example  of  that  highest  type,  a 
Christian  physician. 

Arthur  W.  Hurd^  M.  D. 
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